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Professional Issues Essay
Discuss some of the tensions for staff and clients in services for people with learning 
disabilities where the prevailing philosophy of care and Department of Health 
Guidance (Valuing People Now) promotes autonomy and independence for people 
who, by definition, have a need for support with daily life 
and to foster meaningful relationships.
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1. Introduction
Government policy in the United Kingdom increasingly advocates the empowerment 
of people with learning disabilities. The government's report ‘Improving the life 
chances of disabled people’ (Prime Minister’s Strategy Unit, 2005) argues that 
“people with significant cognitive or communication impairments are particularly at 
risk of being denied choice and control in their lives” (p.78) and its White Paper 
‘Valuing People: A new strategy for learning disability’ (Department of Health, 
2001) centres on their entitlement to independence, choice, rights and social 
inclusion. These core principles are reinforced in the more recently published 
‘Valuing People Now’ White Paper (Department of Health, 2009), which proposes 
that “more people with learning disabilities should be able to commission their own 
services to live independently and have real choice about the way they live their 
lives” (p.53).
These reports signify a strong official endorsement of the philosophy of autonomy
for people with intellectual impairments. They have also contributed to the
introduction of policy initiatives, such as the personalisation agenda, which
ostensibly aims to place clients at the centre of their care, and gives them the power
to purchase the services of their choice through direct payments and individual
budgets. However, while the acknowledgement that there are often inappropriate
restrictions on the lives of people with learning disabilities is positive, as is the
renewed foeus on improving their quality of life, implementing change has not
proved easy (Tyson & Ward, 2004), and this essay will discuss some of the ways in
whieh advocating autonomy creates tensions for both staff and clients. It will be
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argued that: (i) the duty to promote freedom and empowerment presents a challenge 
for staff because of competing duties and agendas, such as the protection of 
vulnerable adults; (ii) clients may face a tension between desiring ehoice and 
independence, but at the same time experiencing them as stressful and socially 
isolating; and (hi) the discourse of autonomy, with its focus on the primacy of the 
individual, and reliance on people’s personal and family resources, may be used as 
an excuse for cost-eutting and risks increasing social inequality, exclusion and 
marginalisation.
2. Background
2.1 The argument for increasing autonomy: the mistreatment of people with 
learning disabilities
Traditionally, people with learning disabilities have been eonsidered to be a burden 
on their families and eommunities and a threat to civilised society because of their 
perceived defleits in cognitive functioning and fears around the “propagation of the 
unfit” (Race, 1995; p .16). The Mental Deficiency Act of 1913 gave local authorities 
the power to compulsorily detain those classified as ‘idiots’, ‘imbeciles’, ‘feeble­
minded’ or ‘moral defectives’ in institutions. The Wood Report (1929) supported this 
approach, advocating the need to minimise contact between people with a learning 
disability and wider society. This contributed to a culture of control and segregation, 
which is powerfully described by Mabel Cooper in her accounts of her time from 
1952 until 1977 as a resident at a long-stay institution for people with cognitive 
impairments (Cooper, 2010). Cooper (2010) describes how residents were prevented 
from choosing their own clothes or going out when they pleased, and reflects on the
way this restricted her life, and excluded her from the prospects available to others:
6
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In the hospital if you wanted to do anything or to go anywhere it was so much 
of a bind because you had to keep asking someone to write for you, so a lot of the 
time I never did. I got used to the hospital. Not really because I wanted to be there, it 
was because that’s what I knew. That’s all you knew, you didn’t know anything else 
not like I do now (p. 18).
Given this historical context, the shift towards increasing choice and independence 
for people with learning disabilities seems, in many respects, important and highly 
valuable. It emerged as society became more aware of human rights and began to 
endorse community based services. In 1951, the National Council for Civil Liberties 
argued that those classified as mental defectives should have the same civil liberties, 
equality and rights as everyone else, while the 1971 White Paper ‘Better Services for 
the Mentally Handicapped’ (Department of Health and Social Security, 1971) 
recommended closing hospitals and enabling people who had been detained to return 
to the community. In other words, as society began to see the segregation and 
institutionalisation of people with learning disabilities as unacceptable, the resolution 
became to promote a new way of being, defined by independence, rights, choice and 
control (Graham, 2010).
This new agenda gained momentum after high profile exposes of the continued 
mistreatment of people with learning disabilities. For example, in July 2006, the 
Healthcare Commission and the Commission for Social Care Inspection published a 
joint report into the abuse of people with learning disabilities living in the care of 
Cornwall Partnership NHS Trust (Commission for Social Care Inspection & 
Healthcare Commission, 2006). Among other things, the report identified that, in 
most of Cornwall’s supported living houses, staff rather than residents held the keys,
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many residents were unlawfully detained against their will, food was regularly 
withheld, restraint was used excessively, residents had no privacy and, in one 
instance, only staff could operate the light switches. People with learning disabilities 
and their families were not normally involved in the delivery of services, and 
decisions about all aspects of their lives were routinely made by staff. The report 
concluded that there had been a “whole system failure” (p.2) by the Trust to protect 
the people in its care. This helped elicit widespread support for new approaches, such 
as person-centred planning, which were put forward as a means for ensuring that 
staff include people with learning disabilities in decisions about their own lives, and 
empower them to determine what they wear, what they eat, who they live with, and 
where they live.
3. Resulting tensions
3.1 Tensions for staff: competing agendas
Despite acting as a driving force behind the government’s endorsement of autonomy 
and self-determination, these examples of the abuse and mistreatment of people with 
learning disabilities also illustrate a key tension for staff. While, on the one hand, 
they appear to support the need for greater choice and empowerment, on the other 
hand, they promote a view of people with learning disabilities as vulnerable and in 
need of protection. In line with this, research has highlighted that people with 
intellectual impairments are at increased risk of bullying, violence and abuse (e.g. 
Brown & Craft, 1992; Sobsey, 1994). This increased vulnerability has been 
attributed to power imbalances resulting from their greater dependence on others for 
help with daily life, communication difficulties, a lack of understanding and
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assertiveness, and feelings of shame and guilt about having a disability (Sinason, 
2010).
The difficulty is that, while greater dependence may, as Sinason (2010) argues, 
expose people to mistreatment by others, greater independence may also 
inadvertently increase vulnerability. Firstly, direct payments and individual budgets 
arguably provide greater scope for financial abuse and fraud by third parties. For 
example, fraud was responsible for the downfall of a not dissimilar initiative. 
Individual Learning Accounts (Leadbeater, Bartlett & Gallagher, 2008), while 
Clements (2008) cites evidence that a comparable Swedish scheme also encountered 
fraud by independent personal care providers. Secondly, living independently may 
heighten exposure to other forms of exploitation and maltreatment. Fyson, Tarleton 
and Ward (2007) carried out interviews with people with learning disabilities and the 
professionals working with them. They found that bullying and harassment were 
widespread among those with intellectual disabilities living independently, with 
some interviewees suggesting this made them frightened to go out and had resulted 
in them restricting their social activities. Likewise, it was clear that professionals 
came across frequent adult protection issues relating to people living in their own 
home with limited support.
The authors argue that this had resulted in a “minefield” (p.44) for staff trying to 
achieve a balance between their clients’ autonomy and safety. Fyson et al. (2007) 
note how: “independence was intrinsically linked with the concept of risk in the 
minds of virtually all of our interviewees” (p.43) and point out that this was true for 
both clients and professionals. This illustrates how the promotion of independence 
and autonomy, to some extent, sits uncomfortably alongside the competing agenda of
9
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adult protection. As Fyson (2009) writes: “Social care can and should be provided in 
such a way as to enable adults with learning disabilities to be as independent as they 
are able, and to have real choices in their lives. However, independence should not 
be promoted dogmatically. There must also be a recognition that people who receive 
adult social care services because they have a learning disability are more vulnerable 
to abuse than other citizens” (p.7).
Connected with this, staff also face tensions resulting from the need to weigh up their 
clients’ right to autonomy against other service priorities and agendas to which they 
are answerable, such as health and safety regulations, inspection regimes, and their 
professional duty of care. Finlay, Walton and Antaki (2008) carried out an 
ethnographic study at three residential services for people with learning disabilities 
and observed how, in order for staff to be seen to be competent, they often had to 
demonstrate that the home was clean and tidy, with completed paper trails, plans and 
charts. However, this frequently conflicted with offering choice and control to 
clients, as this would inevitably mean tolerating a degree of chaos and untidiness 
and, in effect, accepting a different view of what it means to have a ‘well-run’ home.
While Finlay et al. (2008) argue persuasively that this conflict led staff to become 
defensively over-controlling, a more complex picture perhaps emerges in situations 
where staff perceive their clients to be making poor, or harmful, decisions. As an 
example, staff may face an ethical dilemma if people with Prader-Willi syndrome 
choose to ignore dietary guidance, at the risk of obesity and even death (Hooren, 
Widdershoven, van den Borne & Curfs, 2002). Smyth and Bell (2006) describe how 
obesity and other health risks are common in people with learning disabilities, and 
how a desire to promote choice and autonomy may unintentionally encourage
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unhealthy eating. For example, studies have found that people with mild cognitive 
impairments have higher levels of obesity than those with more severe impairments, 
and it has been argued that the increased independence of those with milder 
disabilities is a likely cause of this difference (Kelly, Rimmer & Ness, 1986;
Rimmer, Braddock & Marks, 1993).
Some commentators argue that staff should tolerate a ‘poor choice’ because it is a 
person’s right to make that choice (e.g. Wilson, 1992), but others emphasise that, 
while choice for people with learning disabilities is important, it must not override 
the duty of care (Flynn, Keywood & Favargue, 2003). The work of Fyson et al. 
(2007) seems to aptly illustrate how this tension can manifest itself in staff attitudes. 
On the one hand, the professionals in their research were clear that, as adults, their 
clients had a right to choose how they wanted to live their lives, with one interviewee 
saying, for example: “They’ve got a right to make choices and they’ve got a right to 
make mistakes. You know, at the end of the day, it’s like all of us: we don’t always 
make the right decisions.” (p.43). At the same time, a closer reading of the research 
reveals that professionals often qualified such statements, stressing the need for 
clients to make informed choices and highlighting the emotional impact that allowing 
them to make risky decisions could have on the staff supporting them.
An informative illustration of the opposition between empowerment and 
vulnerability is highlighted by Crichton (1998), who describes the case of a fifty year 
old man with a severe learning disability, ‘Mr A ’, who was moved to a community 
group home after twenty years living in an institution. Staff at Mr A ’s new home 
operated under a different philosophy of care from those at his previous institution, 
and wanted to make sure that Mr A was empowered to make his own choices about
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his life and self-care. Consequently they took what might be described as a ‘laissez- 
faire’ approach with Mr A, resisting the temptation to cajole or coerce him into 
making particular decisions, and allowing him to refuse meals and remain in bed all 
morning if he wanted. However, without strong encouragement to eat, Mr A began to 
lose weight, and his physical and mental health also deteriorated after staff believed 
he alleged that he had suffered sexual abuse while institutionalised. Over time, Mr A 
lost the ability to walk, and suffered from pressure sores, dehydration, and significant 
weight loss, with the result that ultimately he had to be admitted to hospital. Staff in 
the hospital adopted a more assertive approach with Mr A and, within two months, 
his weight had been restored and his mood had apparently improved.
Crichton (1998) argues that this is evidence that the approach at Mr A ’s new home, 
however well-intentioned, failed him. He discusses the confusion within the legal 
framework around making decisions for those judged not to have capacity, and 
ultimately suggests that, in this case, over-control had been replaced by under­
control, leading to neglect. This case perhaps does not seem entirely clear-cut: for 
example, it could be argued that the ‘softer’ approach at Mr A ’s new home 
empowered him to disclose sexual abuse, and that the impact of this disclosure 
would have led to an initial deterioration in his well-being no matter where he was 
living. Nevertheless, there seems to be truth in the suggestion that, in some cases, 
there is a risk that clients may significantly deteriorate without sufficiently assertive 
support, but that staff do not always find it easy to help clients to achieve the 
appropriate level of autonomy.
While this example illustrates how allowing greater autonomy may risk leading to 
inadequate care, the opposite side of the coin emerged in the context of a client I
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encountered in a learning disability service, who was in her thirties, had Down’s 
syndrome, and was living with her parents. This related to sexual contact, where 
attempts by her family to protect her from sexual exploitation and sexual health risks 
seemed to verge on over-protection, and presented difficulties for staff aiming to 
ensure that she was not denied the right to a sexual relationship. The client’s family 
disapproved of her engaging in a sexual relationship with a man at her day centre and 
made attempts to restrict her from seeing him, partly because of their concerns 
around her capacity to consent, and their fears for her well-being after she contracted 
a sexually transmitted infection. At the same time, there was a sense in which her 
family perhaps viewed her as a child, and were reluctant to accept that she might 
wish to be sexually active or that this would ever be appropriate.
Staff (e.g. her social worker and day centre staff), on the other hand, were keen to 
support her right to have a sexual relationship and assessed her to have the capacity 
to consent. However, they too were concerned by her lack of understanding about the 
importance of safe sex, and by her tendency to engage in sexual behaviour in public 
places (although I questioned whether any ‘appropriate’ private spaces were 
available to her, given her parents’ view about the relationship). The client’s 
background also arguably played a role in terms of diversity, as her family’s cultural 
beliefs about the level of sexual autonomy that should be afforded to people with 
learning disabilities seemed to differ from the beliefs of staff. Ultimately, the client 
was moved to another day centre, the relationship broke down, and the client became 
clinically depressed. While the example of Mr A showed how insufficient control 
can lead to negative outcomes, this example seems to demonstrate how the balance
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can easily tip towards an over-protective and disempowering approach, and how 
tensions can be intensified when the views of families and staff conflict.
3.2 Tensions for clients: the desire for independence versus the need for support
The examples above show how there may be different perspectives on what is best 
for a client. However, in the midst of this, it seems that the client’s view frequently 
gets neglected. For example, there was no real indication that the client in the second 
example had been consulted about the amount of independence she wanted in order 
to feel contented but safe within her relationship. Similarly, Crichton’s (1998) article 
gives no consideration to the level of autonomy that Mr A himself preferred, if 
indeed he had a preference. Finlay et al. (2008) note how, even when clients are 
consulted, for example through service user meetings, power imbalances mean staff 
usually decide what is discussed and taken forward, while clients may struggle to 
participate in a meaningful way. However, when clients are successfully afforded 
choice and independence, the research, at least to some extent, suggests this is 
experienced positively. For example, greater choice has been found to be related to 
higher satisfaction with quality of life (Treece, Gregory, Ayres & Mendis, 1999; 
Wehmeyer & Schwartz 1998), and Bond and Hurst (2009) found that people with 
learning disabilities living on their own enjoyed the feelings of freedom accorded to 
them by their independence. Moreover, interviewees in Bond and Hurst’s study were 
not entirely satisfied and called for still greater choice and power, expressing 
frustration at the continuing restrictions on their lives - e.g. not being allowed to keep 
pets, being moved without proper consultation, and having their children removed 
from their care.
14
URN:6154073
However, while these examples suggest that clients may benefit from having more 
input into decisions, the government’s clear-cut assertion that greater autonomy is 
consequently essential seems to neglect the nuances of the perspectives of those with 
learning disabilities, and the tensions they may face when considering their own 
autonomy. This subtlety is highlighted in the following comment from a service user 
describing the support they received from a service provider:
They came to support me but told me how to live and said I had to get rid of 
my cats because I didn’t get much money. My cats were the only company I had. I 
didn’t want them to help me. They upset me and I told them to go away, so I ended 
up getting nothing. I had nothing to eat and didn’t want to live anymore (Learning 
Disability Coalition, 2008; p.2).
As this comment shows, service users may feel a degree of opposition between 
wanting choice and autonomy, yet also requiring support and assistance to help them 
with daily living. With too much autonomy, they may end up socially isolated, 
distressed and unsupported.
Another service user, quoted in the Learning Disability Coalition’s (2008) report,
provides further evidence of this need for assistance: “My home is not very clean, I
don’t eat well, have no support to cook my dinner, can’t go out in the evenings to
meet my friends.” (p.2). Similarly, an interviewee in Bond and Hurst’s (2009)
research, who was living independently, noted that, although he preferred living
alone, it could be very isolating: “It gets very very lonely. Sometimes I go to bed
crying, cos I’m lonely. And people don’t understand how lonely you can get”
(p.288). To some extent, as the title of this essay highlights, it has to be accepted that,
by definition, people with learning disabilities experience difficulty with the choices
15
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and decisions of daily living. However, as the comments above indieate, it can be 
diffieult to support a vulnerable person with a eognitive disability adequately, 
without enforeing too many restrietions upon them, or eonversely leaving them 
feeling unsupported.
On top of this, making ehoiees may be demanding and stressful for people with 
learning disabilities and their families. For example, an evaluation of the individual 
budgets (IB) pilot seheme found that: “People with learning disabilities and their 
carers were thought to find IB processes stressful and this stress may have been 
exacerbated by the length of time it took to put an IB in place” (Glendinning et al., 
2008, p.237). Not only this, many of the decisions required of them, for example 
around where to live and who to live with, may be exceptional and complex life 
choices, for which people have little experience or knowledge on which to draw, 
making them particularly difficult to make autonomously.
Skelly (2002) has taken these arguments further arguing that, by requiring people 
with cognitive impairments to be autonomous, ‘Valuing People’ may effectively 
constitute a “denial of disability writ large” (p.45), with the result that staff and 
clients are left feeling distressed because clients are placed in situations that demand 
too much independence. Thomas (2001) similarly argues that services often deny 
disability, by creating the illusion that clients with intellectual disabilities can cope 
on their own. She suggests that, while this may serve to maintain optimism in the 
short-term, once the limits of autonomy have been reached, staff will experience 
feelings of hopelessness because they are ultimately being encouraged to strive for 
an unattainable goal. Along the same lines, Clegg and King (2006) argue that some 
people with intellectual disabilities may know that having a job, a car, a spouse or a
16
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child are unlikely to be achievable and therefore the assertion that they ought to seek 
greater autonomy may be experienced as confusing and discouraging for both them 
and their carers. Clegg and King argue that the discourse of autonomy consequently 
“leads them up a blind alley” (p. 124) and ought to be “side-stepped” (p. 124).
Even so, my experience in the field of learning disabilities has demonstrated how, 
conversely, it can be easy to underestimate the competence of people with learning 
disabilities, and how people within a client’s system may invest in the view that the 
client is more dependent than they are because of their own complex relationship 
with that person’s disability. For example, I worked with a young man with a mild 
learning disability, whose mother expressed the view that he would never be capable 
of having a job, a girlfriend, or a place of his own, even though he in fact seemed 
very likely to be able to achieve these goals. Further exploration of the mother’s 
position revealed that her own anxiety, anger, guilt and shame about her son’s 
disability, seemed to have contributed to her developing an enmeshed and insecure 
attachment with him, and had resulted in a desire on her part to compensate for her 
difficult feelings towards him by refusing to ‘let him go’. Furthermore, she appeared 
to gain a sense of purpose in her own life through maintaining the belief that she had 
to be continuously available to care for her son, and this too seemed to drive a desire 
to keep him dependent on her. Yet this ultimately caused tensions with her son as it 
restricted his autonomy, and left him feeling worthless and angry with her.
3.3 Broader tensions: the rise of individualism and the function of the discourse 
of autonomy
Underlying many of the points above are important, but often neglected, questions
about the meaning of the word autonomy and the function of the government’s
17
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discourse of autonomy. In particular, the philosophy of autonomy is arguably 
associated with the rise of individualism, which has emerged in the context of 
changes in Western society, including population increases and industrialisation.
This political philosophy emphasises the primacy of the individual and the benefits 
of self-reliance, choice and independence. However, it has been suggested that the 
drive towards increasing autonomy for those with learning disabilities is ultimately 
underpinned by a belief that responsibility for care: “should lie not with the state at 
all, but with families and charitable provision” (Drakeford, 1999; p. 103). In other 
words, it represents a transferral of risk and responsibility from the state to the 
individual. As Beresford and Jones (2008) point out, this creates a tension for clients 
because: “it carries the dangers of just passing on to disabled people the requirement 
and responsibility to be the restrictors of their own ambitions” (p.3). Simpson and 
Price (2009) used a case study approach to examine the impact of ‘Valuing People’ 
on four people with learning disabilities. In three cases, they suggest the increased 
onus on individuals and their families to be the key providers of welfare had resulted 
in exposure to exploitation or social exclusion. In two cases, rather than promoting 
independence, this policy agenda had simply shifted the individual’s dependence 
onto their family and, as some families were less able to provide support than others, 
this ultimately increased inequality.
Connected with this, there are grounds for believing that the government’s 
encouragement of empowerment and independence is in part a mask for cost-cutting, 
because abolishing services in the name of empowering individuals can be portrayed 
as an acceptable way of reducing public expenditure (Ferguson, 2007). In line with 
this, Fyson et al. (2007) concluded in their research that, although managers and
18
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commissioners of learning disability services described the work that they did as 
promoting independence, there was an implicit sense that: “their preference for 
promoting independence may have been driven by financial pressures, since it was 
linked to the need to ‘move people on’ in order to free up resources for others”
(p.36). Similarly, the Learning Disability Coalition (2008) has argued that: “a 
number of local authorities have used the modernisation agenda as an excuse to close 
more costly day centres prematurely, failing to replace them with adequate or 
meaningful daytime activities. This has been particularly true for services for people 
with profound and multiple learning disabilities” (p.6).
In line with this, research suggests that individual budgets are also: “essentially about 
cost reduction” (e.g. Brindle, 2008; p.5). For example, it has been calculated that 
they have resulted in cost savings to authorities of between 10% and 15%, rising to 
45% for the most expensive services (Leadbeater, Bartlett & Gallagher, 2008). This 
has led critics to the cynical but persuasive conclusion that the individual budgets 
agenda: “gives way, when scratched, to hidden rationing and restrictions” (Beresford 
& Jones, 2008; p.3). This results in additional tensions for clients and their carers, 
who are subjected to pressure to dutifully comply with the withdrawal of services (at 
a cost to themselves) in the purported interests of increasing their autonomy.
At a more fundamental level, it can be argued that, far from promoting freedom and 
independence, a key function of the philosophy of autonomy is in fact to construct a 
version of reality which covertly furthers social control and social exclusion. For 
example, Foucault (1967) has argued that those in positions of power (e.g. 
psychiatrists and government ministers) have used the rise of individualism to 
construct a ‘regime of truth’, in which they depict people as self-contained,
19
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autonomous individuals, endow them with a host of ‘characteristics’ and ‘attributes’, 
and then subject these to measurement. Foucault suggests that this allows society to 
define and marginalise ‘deviant identities’, and to control and exclude those who 
diverge from societal norms (e.g. those considered in some way ‘abnormal’ or 
‘inferior’). In the case of people with learning disabilities, it can be argued that, by 
portraying people as autonomous, free-standing entities, society is able to label and 
differentiate people deemed to have intellectual impairments, exposing them to the 
risk of being separated and segregated.
Foucault (1967) contends that, in this way, society depicts people as independent of 
the social world, but susceptible to its influences, rather than acknowledging that we 
are socially situated, and cannot transcend our context. He suggests that terms such 
as ‘mad’ do not have inherent meaning but rather are talked into being through 
language. However, by presenting such terms as objective characteristics of 
individuals, problems are seen to be located within individuals rather than society, 
resulting in a requirement for individuals to change, while society is left untouched. 
In other words, the status quo is upheld and those in positions of power are able to 
retain their superior status. While the view that knowledge is entirely socially 
constructed can seem extreme, these arguments do appear salient in some respects 
when applied to people with learning disabilities. They suggest that, although 
individual freedom and autonomy are promoted as empowering and liberating within 
documents such as ‘Valuing People Now’, it is precisely these values that carry the 
risk of being used for the purposes of marginalisation and exclusion. In other words, 
they encourage people with learning disabilities to comply with the status quo.
20
URN;6154073
thereby accepting a subordinate status, and obediently adapting to the needs of those 
in power.
4. Conclusion
The promotion of autonomy and independence for people with learning disabilities 
appears, in some respects, to be valuable and beneficial, particularly when viewed 
against the backdrop of the controlling and excluding practices of the past. However, 
this essay has argued that current social policy encourages empowerment and self- 
determination, while simultaneously viewing those with learning disabilities as 
vulnerable and in need of protection. This results in tensions for staff, because they 
are required to find a balance between these competing perspectives, and find 
themselves at risk of either endorsing under-control, and consequently providing 
inadequate support, or over-protecting their clients and disempowering them. Clients 
face a similar tension, as they may desire greater independence, but not at the cost of 
a withdrawal of support, or a denial of their disability. As changes in social care 
policy mean that increasing numbers of people with learning disabilities are living 
more independently and with less support from staff, getting the balance right 
between autonomy and protection becomes ever more important. At a more 
fundamental level, this essay has argued that the government’s philosophy of 
autonomy, despite purportedly promoting individual freedom and liberty, can be 
seen, to some extent, to constitute a transferral of responsibility from the state to the 
individual. This creates further tensions as it arguably allows the government to 
withdraw funding for support, and risks increasing the marginalisation and social 
exclusion of those with learning disabilities.
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1. Abstract
Self-harm is a significant public health challenge, but there is considerable 
uncertainty about how best to respond to it. This review evaluates psychological 
interventions designed to reduce the repetition of self-harm, focusing on research 
from the UK. A search of electronic databases produced nine studies for review, 
including psychodynamic interventions, cognitive-behavioural interventions, group 
developmental psychotherapy, and solution-focused therapy. Three of the nine 
interventions failed to significantly influence self-harming behaviour, and one 
produced only short-term effects. Although the remaining five were associated with 
reduced self-harm, methodological limitations make their findings questionable. 
Consequently, doubt remains about how to effectively address self-harm. It is 
suggested that, as well as methodological difficulties, the heterogeneity of those who 
self-harm, and ambiguities around the definition of self-harm, have complicated 
attempts to identify effective interventions. Furthermore, it has been argued that, for 
some people, self-harm constitutes a legitimate coping strategy, or a means of self- 
preservation. This calls into question the appropriateness of seeking to prevent self- 
harm in the first place, and suggests that, for as long as it is regarded purely as a 
destructive behaviour, carried out by ‘disordered’ individuals, interventions may only 
ever achieve limited success.
2. Introduction
Self-harm is a significant public health challenge, resulting in an estimated 170,000
hospital presentations per year in the UK (Kapur et al., 1998). It is one of the most
common reasons for emergency admission, especially among young people, and
plaees substantial demands on services (Wood, Trainor, Roth well, Moore &
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Harrington, 2001). O f particular concern is the fact that self-harm is often a repetitive 
behaviour, with up to 30% repeating within eighteen months (Hassanyeh, O'Brien, 
Holton, Hurren & Watt, 1989) and a further proportion carrying out repeat incidents 
which do not come to clinical attention (Guthrie, et al., 2001). Furthermore, those 
who have self-harmed are at increased risk of future suicide: one per cent commit 
suicide in the following year and up to 10% do so eventually (Gunnell & Frankel, 
1994).
However, while there has been extensive research into the risk factors associated 
with self-harm, considerable uncertainty remains about what can be done to reduce it 
(Hawton, et al., 1999). Self-harm is typically regarded as a behaviour that resists 
treatment (Zila & Kiselica, 2001) and the result is that mental health practitioners 
receive little guidance regarding the best approach to adopt (Muehlenkamp, 2006). 
Indeed, while the National Institute for Health and Clinical Excellence (NICE, 2004) 
has issued guidance for the short-term management of self-harm services for longer- 
term management remain variable and poorly organised (Sinclair, Gray & Hawton, 
2006).
This literature review critically evaluates research on interventions designed to 
reduce the repetition of self-harm. To ensure clarity and focus, the review 
concentrates specifically on psychological interventions, rather than on drug 
treatments or broader psychiatric initiatives, such as the provision of emergency 
cards. This distinguishes it from the majority of previous reviews in this field (e.g. 
Hawton et al., 1999; Evans, 2000; Linehan, 1997), which have typically adopted a 
broader perspective with the result that therapeutic interventions are considered less 
thoroughly and in comparison with other types of interventions, rather than in
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relation to one another. Those analyses that have concentrated primarily on 
psychological interventions have conversely tended to review only a narrow range of 
therapies, such as cognitive-behavioural therapies, thereby ignoring other potentially 
promising interventions (Muehlenkamp, 2006; Tarrier, Taylor & Gooding, 2008). 
Additionally, this review includes intervention studies from the UK only. Although 
this risks disregarding valuable research from abroad, it was designed to help 
increase the applicability of the findings to the eontext of busy NHS practices, and to 
avoid reviewing studies that may not ultimately translate well to the UK setting. The 
aim of the review is to elicit an enhanced understanding, from a psychological 
perspective, of effective ways to address self-harm and of the challenges within this 
field.
2.1 Declaration of position
Several reasons underpinned the selection of this topic for review. Firstly, the 
Consultant Psychologist in the Community Mental Health Team (CMHT) in which I 
am based stated that the team has difficulty managing self-harming behaviour, and 
tends to find itself ‘lurching’ from crisis to crisis, rather than implementing longer- 
term therapeutic interventions. As a result, I felt this review might help inform the 
CMHT’s work. Secondly, I am about to begin working with a client with a long 
history of self-harming behaviour, and therefore felt that reviewing the available 
evidence could inform my practice. Thirdly, in a previous role carrying out work in a 
Secure Children’s Home, I discovered that the female wing had been closed largely 
because staff had been unable to manage the levels of self-harming among female 
residents. This provoked my interest in the challenges of handling self-harming 
behaviour and the need to better understand successful strategies. Finally, and more
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broadly, I was intrigued by the apparently limited success that many interventions 
have had. This encouraged me to seek to understand what it is that has made 
identifying successful initiatives so problematic.
2.2 Defining self-harm
Self-harm is not a diagnosis but a behaviour, and research suggests that individuals 
who self-harm are heterogeneous and may experience a variety of psychological 
difficulties, or have no identified mental health problems at all (Evans, 2000).
Despite this, people who self-harm are frequently given the diagnostic label of 
Borderline Personality Disorder (BPD), arguably even in cases where they lack any 
other symptoms (Crowe & Bunclark, 2000).
Perhaps partly as a consequence of its heterogeneity, there are numerous competing 
terms for self-harm and there is ambiguity around its definition. It has been referred 
to as deliberate self-harm, non-suicidal self-injury, parasuicide, and attempted 
suicide, or alternatively is sometimes labelled according to the specific behaviour 
involved (e.g. self-poisoning or self-mutilation). Importantly, these terms rest on 
differing underlying assumptions. For example, while some researchers suggest that 
self-harm defines a behaviour which occurs in the absence of an intent to die (e.g. 
Klonsky, Oltmanns & Turkheimer, 2003), others classify it as being accompanied by 
suicidal intent (e.g. Conaghan & Davidson, 2002), and still others believe intent is 
immaterial to its definition (e.g. Hawton et al., 1999). There is also complexity 
around distinguishing self-harm from other behaviours with potentially harmful 
consequences, such as smoking, or from culturally sanctioned behaviours, like 
tattooing or body piercing.
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The absence of a single agreed definition of self-harm complicates attempts to 
evaluate interventions, because it makes it difficult to compare findings across 
studies, or to be confident about their validity. Indeed, it could be speculated that one 
reason why it has proved difficult to develop effective interventions is because self- 
harm is not, in fact, a unitary phenomenon but instead encompasses a range of 
behaviours with differing treatment requirements. For example, it has been argued 
that self-harm is sometimes used as a coping mechanism to avoid suicide and, in this 
way, is antithetical to suicide (Suyemoto, 1998). If this is correct, it might be 
hypothesized that interventions that successfully reduce self-harm among this group 
will look very different from those that reduce self-harm among people 
unsuccessfully attempting suicide.
Indeed, self-harm appears to serve a range of functions, and this generates further 
uncertainty around how best to define and manage it. In a comprehensive review of 
the evidence, Klonsky (2007) found that it most frequently serves as a way of 
alleviating intense negative emotions, by bringing about momentary feelings of relief 
or calm. However, he also found strong evidence that it operates as a form of self­
punishment, and identified modest support for five additional functions: that it is a 
way of influencing others (a ‘cry for help’); that it generates feelings, easing 
dissociative experiences; that it is way of asserting autonomy; that it is a form of 
sensation-seeking; and, as outlined, that it can help resist suicidal urges. Furthermore, 
some psychodynamic theorists regard self-harm as associated with an insecure 
attachment style, where people find it difficult to tolerate separation, and to 
understand their own and others’ mental states (e.g. Fonagy, 1998). These findings 
are important because they suggest self-harm may mean different things to different
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people, and an intervention’s effeetiveness may vary depending on what function 
self-harm serves in a particular person and the extent to which the intervention is 
designed to address this.
In this review, while mindful of the issues mentioned, I adopt a broad definition of 
self-harm, as any non-fatal behaviour intended to result in bodily harm, irrespective 
of motivation or intention to die. This is, in part, because researchers frequently fail 
to define self-harm operationally in their studies, and include a collection of self- 
harming behaviours without differentiating between them, making it difficult to 
establish criteria for exclusion. It is also because, in my view, the assessment of 
intent and motivation is, in any case, subjective and diffieult to determine reliably. It 
should be noted that I use the term ‘self-harm’, rather than ‘deliberate self-harm’. 
This is because, while self-harm must exclude wholly accidental acts, service users 
have argued that the word ‘deliberate’ is pejorative and neglects the fact that self- 
harming behaviour is not necessarily experienced as intentional or consciously 
destructive.
3. Methodology
To ensure a systematic search for material, papers were identified by searching 
PsychlNFO, PsychArticles, PsychBooks, Medline, the Psychology and Behavioural 
Sciences Collection and the British Nursing Index, using the search string “self 
harm” or “parasuicid$” or “self injur$” or “self poison$” or “self mutilat$” or “self 
wound$” or “attempted suicide” ($ denotes truncation). Returns were limited to 
journal articles published in English since 1990.
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The abstracts of articles were screened to identify relevant intervention studies. 
Further articles were located from reference lists. Additional criteria for inclusion 
were that interventions had to be psychological, carried out in the UK, and had to 
include repetition of self-harm as an outcome measure. In this way, nine intervention 
studies were identified, including: two studies of psychodynamic therapy; two of 
manual-assisted cognitive-behavioural therapy; one of problem-solving therapy; two 
of dialectical behavioural therapy; one of developmental group therapy; and one of 
solution-focused therapy.
4. Evaluation of interventions
The nine studies identified are evaluated below, followed by a critical discussion of 
their implications.
4.1 Psychodynamic interventions
Psychodynamic theorists tend to regard self-harm as a problem of attachment, a form 
of self-directed anger, a way of silently revealing distress, an expression of repressed 
guilt, or a form of catharsis for intense feelings (Nathan, 2004).
Guthrie et al. (2001) conducted a Randomised Controlled Trial (RCT) of brief
psychodynamic interpersonal therapy with a sample of 119 adults attending hospital
after self-poisoning. The researchers cite as their rationale the finding that around
seven in ten episodes of self-harm are allegedly precipitated by interpersonal
problems (Bancroft, Skrimshire, Casson, Harvard-Watts & Reynolds, 1977).
Participants in the intervention group (n=58) received four sessions o f therapy in
their own home within one week of self-poisoning, while the control group (n=61)
received ‘treatment as usual’ (TAU). Self-harm was seen as a product of
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dysfunctional attachments and a ‘personal problem-solving’ approach was used, with 
a focus on the relationship with the therapist as well as other relationships. Results 
revealed significantly less self-reported self-harm (of any type) in the intervention 
group after 6-months (proportion self-harming: 9% versus 28% of controls).
This finding suggests that psychodynamic interpersonal therapy may be valuable. 
Nevertheless, the study had important limitations. Firstly, only 51% of those eligible 
agreed to participate, and those taking part were more likely to have left a suicide 
note or expressed a wish to die. This implies that the intervention may fail to engage 
a sizeable sub-group of people who self-harm (e.g. those not intending to die). 
Secondly, despite the randomisation, only 14% of the intervention group were 
married compared with 41% of controls. Although only speculative, it is possible 
that being married complicates treating self-harm, for example if interpersonal 
problems within marriage are experienced as particularly intractable. If so, the higher 
levels of repeat self-harm in the control group could be explained by this variable. 
Thirdly, the study only focused on self-poisoning, and consequently it remains 
unclear whether psychodynamic interpersonal therapy is effective with other forms 
of self-harm. Finally, while self-reported self-harm reduced in the intervention 
group, there was no evidence of a reduction in the number of episodes brought to 
professional attention. Although relying on self-report data is justifiable, the absence 
of a difference in the use of services by the intervention group could indicate that the 
intervention is only successful at reducing relatively minor self-harm episodes.
In a second RCT, Bateman and Fonagy (1999) examined psychoanalytic therapy in a 
partial hospitalisation setting. Thirty-eight people with BPD who frequently self­
harmed were randomly allocated to receive either TAU, or weekly individual and
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three-times-weekly group psychoanalytic psychotherapy over 18 months, 
accompanied by weekly community meetings and expressive psychodrama therapy. 
Six months into treatment, there was a significant decrease in self-harming (defined 
as behaviour requiring nursing or medical attention) in the intervention group, and 
this was maintained until the end of treatment. For example, the percentage of those 
who cut themselves (with visible tissue damage) had halved by 18 months, while 
controls showed little change over the same period.
While these findings are encouraging, the sample was small, and only included 
people with BPD, making it unclear whether the results can be generalised.
Secondly, the intervention was intensive and long-term, arguably limiting its 
feasibility for certain groups or contexts. Thirdly, the intervention included multiple 
elements, making it difficult to decipher preeisely which aspects were beneficial. 
Indeed, in both studies, it is possible that any positive effects resulted from 
non-specific factors, such as increased staff time, rather than from psychodynamic 
therapy itself. Similarly, in each study, the intervention was compared with 
‘standard’ treatment, but the researchers acknowledge that this was variable and 
inconsistent. This raises the possibility that psychodynamic interventions are not 
intrinsically superior to TAU, but rather were delivered more effectively (e.g. in a 
more structured way, or by more experienced, motivated practitioners). Furthermore, 
in Bateman and Fonagy’s (1999) study, it is possible that being partially hospitalised 
simply restricted opportunities for self-hann: it is unclear whether the changes were 
sustained after discharge.
37
URN:6154073
4.2 Cognitive-behavioural interventions
The majority o f self-harm interventions are based on cognitive-behavioural therapy 
(CBT), which aims to change patterns of thinking and behaving (Klonsky & 
Muehlenkamp, 2007). Three types of CBT-based intervention were identified from 
the UK: manual-assisted CBT (MACT), problem-solving therapy, and dialectical 
behavioural therapy (DBT).
4.27 M4CT
Evans et al. (1999) conducted an RCT to compare a brief, inexpensive form of 
MACT with TAU in a sample of 34 people presenting with repeated self-harm, 
defined as any deliberately harmful act. The intervention ranged from bibliotherapy 
(six self-help booklets) to six sessions with a therapist, structured around the 
booklets. The focus was on teaching problem-solving, basie cognitive techniques, 
and relapse prevention strategies. Based on self-report measures and hospital records, 
rates of self-harm were lower in the intervention group than the control group at 6- 
month follow-up, and the MACT group also took longer to repeat. However, in 
neither case was the difference significant.
Tyrer et al. (2003) subsequently extended this work in a large RCT of 418 people 
presenting with recurrent self-harm. The intervention matched that used by Evans et 
al., but participants were offered up to seven treatment sessions over a 3-month 
period. At 12-month follow-up, the proportion of those repeating self-hann, 
aceording to self-report data and medical records, was not significantly different 
between the intervention group (39%) and control group (46%). There was a similar 
absence of any significant difference at 6-month follow-up. Attendance at therapy
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sessions was low, with 38% of the intervention group not attending any sessions, and 
instead receiving a 70-page self-help manual in the post. However, rates of further 
self-harm were similar for ‘attenders’ and ‘non-attenders’.
The results of these trials are disappointing, especially given that, in the latter, the 
large sample size, rigorous design, and high follow-up rate (over 80%) should have 
maximised the ability to detect an effect if one existed. Additionally, the fact that the 
intervention evidently struggled to engage a large proportion of people is 
problematic. In Guthrie et al.’s (2001) study of psychodynamic therapy, as outlined, 
using self-report data was crucial in detecting a significant effect, yet here even self- 
report data failed to reveal any benefit. One conclusion is that MACT simply fails to 
reduce repeated self-harm.
However, it was noted that in these studies, unlike in Guthrie et al.’s (2001) study, 
control participants receiving TAU often received psychological therapy. In some 
cases this appears to have included approaches like dynamic psychotherapy and, at 
times, involved more contact time than MACT. It may be that TAU was therefore 
effective as well, preventing significant differences emerging between the control 
and intervention groups, and concealing any effect of MACT.
4.2.2 Problem-solving therapy
Previous research has suggested that those who self-harm have poor problem-solving 
skills (Schotte & Clum, 1987) and this has encouraged the development of problem­
solving interventions, which teach clients to deal systematically with their 
difficulties.
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Salkovskis, Atha and Storer (1990) conducted a small-scale controlled trial of 
cognitive-behavioural problem-solving therapy in a sample of 20 adults presenting to 
hospital after repeated self-harm. The intervention group (n=12) received five 
sessions of therapy in their own home following an episode. The remaining eight 
people were allocated to TAU. Six months after the initial incident, there was a 
significant reduction in the frequency of repetition of self-harm in the intervention 
group compared with controls (no self-harming versus four episodes respectively).
By 18 months, there was a repeat rate of 25% among those receiving treatment 
versus 50% receiving TAU, but this difference was no longer significant.
The results of this study suggest that brief problem-solving therapy is effective at 
reducing repeated self-harm in the short-term, but not in the longer-term. It may be 
that, to affect the long-term trajectory of self-harming behaviour, a more sustained, 
intensive intervention is required. Importantly, this calls into question the results of 
studies like that of Bateman and Fonagy (1999) and Guthrie et al. (2001), which only 
followed up participants at the end of treatment, or 6-months later, as it is possible 
that these interventions in fact have no longer-term benefits. However, as Salkovskis 
et al.’s (1990) sample was small, the study may have simply had inadequate power to 
detect an effect, and it would be valuable to repeat it with a larger sample.
4.23 DBT
DBT has reported some success in reducing self-harm in the United States (Linehan,
Heard & Armstrong, 1993) and is recommended by NICE guidelines, a Cochrane
review (Hawton, et al., 1999), and the American Psychiatric Association. It is a form
CBT, originally developed to treat self-harm in women with BPD, and combines
behavioural therapy with eastern mindfulness practices. The DBT model depicts self-
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harm as a strategy for managing overwhelming emotions and consequently aims to 
increase emotional regulation, distress tolerance, and problem-solving skills. 
Treatment is highly structured, consisting of weekly group behavioural skills training 
over 12-months, combined with individual sessions, focusing on motivational issues, 
obstacles to therapy and quality of life.
In the UK, Low, Jones, and Duggan (2001) conducted a small-scale study of DBT in 
a high-security hospital, with a sample of ten women with BPD, who displayed 
current self-harming behaviour. The researchers found a significant reduction in 
recorded self-harm episodes during therapy, which was maintained 6-months later. In 
a second study, DBT was delivered in the community to 16 female adolescents with 
a history of severe and persistent self-harm, who had shown little improvement with 
other forms of treatment (James, Taylor, Winmill & Alfoadari, 2008). The study 
found a significant reduction in self-reported self-harm in all participants, from a 
mean of 3.5 incidents per week at the start of treatment to <0.5 at the end.
Although these findings are encouraging, both studies had very small, specific 
samples, ealling into question their generalisability. Furthermore, neither included a 
control group, which makes it impossible to determine what the course of self- 
harming behaviour would have been for equivalent groups not receiving DBT. For 
example, in the first study, other aspects of the regime at the high-security hospital 
might have been beneficial. Likewise, in James et al.’s (2008) study it is possible that 
self-harming would have naturally remitted, as the participants developed through 
adolescence. Nevertheless, as all participants had a stable and high rate of self-harm 
prior to DBT and had not responded to other treatments, this increases the likelihood
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that DBT was the crucial factor. A final consideration is that DBT is intensive and 
lengthy and may be infeasible in some contexts.
4.3 Developmental group therapy
Wood et al. (2001) compared developmental group therapy with routine care in 63 
adolescents who had deliberately harmed themselves at least twice within a year. The 
intervention combined problem-solving, cognitive-behavioural, dialectical, and 
psychodynamic techniques. It included attendance at six group sessions, weekly 
therapy in a longer-term group and, in some cases, individual sessions. The study 
reported a significant reduction in self-reported self-harm: at 7-months after 
randomisation, 2 out of 31 in the intervention group had two or more episodes of 
self-harm, compared with 10 out of 31 controls. The mean time to first repetition was 
also significantly longer for the intervention group (11.9 weeks) than for controls (7 
weeks).
While these results are positive, a difficulty is that the intervention consisted of a
number of different components, making it difficult to identify which aspects were
effective. Furthermore, when the study was recently repeated in Australia, the
intervention failed to reduce self-harm (Hazell, et al., 2009). The authors point out
that Australian participants were more likely than British participants to have
engaged in self-cutting rather than self-poisoning, making it possible that this
intervention is only effective for some forms of self-harm. There was also anecdotal
evidence that the actions of a single participant sometimes disrupted an entire group,
suggesting effectiveness may have been mediated by group dynamics. Furthermore,
it is notable that the Australian therapists were less experienced than the British
therapists, raising the possibility that the intervention was delivered less effectively
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in Australia. Indeed, a previous study of the psychiatric management of self-harm 
found a fourfold difference in repetition rates depending on the therapist (Torhorst et 
al., 1987). This highlights an important issue, often overlooked; namely that the 
efficacy of an intervention depends erucially on how effectively it is delivered.
4.4 Solution-focused intervention
The final study reviewed examined solution-focused brief therapy, an approach 
which concentrates on ‘solution-building’ rather than problem-solving, and on 
exploring current resources rather than past causes.
In this study, 40 people presenting to hospital with self-harm received a psychosocial 
assessment including elements of solution-foeused therapy, sueh as the use of a 
‘miracle question’ asking participants to imagine how their problems might be 
resolved (Lamprecht, et ah, 2007). No control group was used, but rates of self-harm 
in the intervention group were compared with the total repetition rate at one-year for 
all people presenting with self-harm during the study period. While staff allegedly 
found the intervention beneficial, it did not lead to a reduction in self-harm. One 
possibility is that this intervention was too brief to yield any effect.
5. Discussion and practice implications
Taken as a whole, this review highlights that psychological interventions in the UK
have struggled to convincingly reduce self-harm. Manual-assisted CBT and solution-
focused therapy showed no significant benefits, while problem-solving CBT only
demonstrated short-term effects, and group developmental therapy has been called
into question by difficulty replicating findings. The most promising interventions
appear to be psychodynamic therapies and DBT but, as outlined, studies of these
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approaches had important limitations. The key methodological difficulties 
highlighted include: problems with using ‘standard’ treatment as a control condition; 
difficulty determining precisely which components of interventions are effective, or 
whether non-specific aspects are in fact the key; short follow-up intervals, creating 
uncertainty about whether interventions have long-term benefits; low participation 
rates; small sample sizes; and difficulty generalising from specific subgroups.
Even so, the difficulties in this field appear to extend beyond methodological 
considerations. For example, as outlined, people who self-harm are a diverse group, 
and self-harm is an ill-defined concept. The interventions reviewed here did not 
consistently define self-harm, their participants may have been self-harming for 
different ends, and there was some suggestion that specific interventions might only 
have been effective for specific aspects of self-harm. Consequently, future research 
may benefit from delineating self-harm according to dimensions such as type of 
behaviour, whether it is a first episode or repeat, whether the behaviour co-occurs 
with a mental health diagnosis and, where possible, what its apparent intent and 
function is. For example, a previous study initially found no significant benefit from 
providing participants who self-harmed with an emergency ‘green card’. However, 
further investigation showed that it was in fact beneficial for first-timers, but resulted 
in an increase in repetition for those with a history of self-harm (Evans, Morgan, 
Hayward & Gunnell, 1999).
This emphasises the need for research to shift its focus from identifying 
commonalities across the self-harming population to isolating variations between 
those who self-harm. This should also help increase the applicability of research to 
practice because practitioners need to know who will do well with a particular
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treatment, whereas intervention studies tend to focus on groups rather than 
individuals. A related issue is diversity: most of the interventions reviewed did not 
provide demographic data on participants, but those that did suggest they were 
predominantly white and female. However, a recent review found that rates of self- 
harm were highest in young black females (Cooper, et al., 2010). Future research will 
consequently also need to establish the extent to which interventions are effective 
across different ethnic groups and males.
Additionally, it is notable that research into self-harm has been heavily reliant on 
studies carried out ‘on’ people who self-harm. Arguably, the field would benefit 
from a greater emphasis on engaging people with first-hand experienee of self-harm. 
For example, while intervention studies typically focus on preventing self-harm, a 
reeent qualitative study has highlighted that this is not necessarily a priority for all 
those who self-harm (Hume & Platt, 2007). Rather than wishing to stop self-harming, 
participants in this study appealed for interventions designed to help them feel in 
control of their behaviour. These findings provide another possible explanation of 
why interventions have had difficulty engaging participants and influencing self- 
harm: conceivably, they do not always feel appropriate or acceptable to service users, 
whose objectives are to feel empowered rather than restrained.
Indeed, some researchers question whether interventions should seek to prevent self- 
harm, arguing that it has value as a ‘coping strategy’, or a means of self-preservation 
for people who feel otherwise powerless (e.g. Warner, 2004). This position is 
supported by some service-user activists, who have argued in favour of promoting 
‘safe’ self-harm rather than deterrence. As Pembroke (2006) writes:
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Hoping for cessation of harm in service users who self-harm repetitively 
might be an unrealistic aim because self-harming is often a way of coping, surviving 
or transcending intolerable distress; it can even be a way to avert suicide. In such 
cases, it can be better simply to limit the damage caused by self-harm while it 
continues (p.9).
Insofar as this is true, it could be contended that seeking to reduce self-harm is 
misguided and bound to fail.
While these arguments imply that self-harm is not necessarily a disorder, but can be a 
legitimate response to difficult social circumstances, the interventions evaluated in 
this review are conspicuously individually-focused, situating the reasons for self- 
harm within individuals and aiming to ‘modify’ them in various ways. It may be that 
their failure to attend to the wider social contexts in which self-harm emerges also 
limited their success. Recently, a large RCT (the ‘SHIFT’ trial) has begun (Cottrell et 
al., 2009), comparing systemic family therapy with TAU in adolescents. It will be 
interesting to see whether the emphasis of this trial on looking beyond the individual 
results in greater success. However, as a previous study of family therapy (not 
included here because self-harm was not an outeome measure) had only limited 
success (Harrington et ah, 1998), and as the SHIFT trial retains a conventional focus 
on prevention, more radical approaches may also be required.
To conclude, until we become more informed about the concept of self-harm,
practitioners are likely to remain uncertain about how best to respond to it, with the
implication that services will remain variable. The Department of Health has recently
asked NICE to prepare clinical guidelines on the longer-term management of self-
harm (due November 2011). However, this is likely to prove challenging because the
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underlying evidence is mixed. Nevertheless, I believe the findings of this review can 
inform practice. For example, they suggest that practitioners should remain mindful 
that there may be subtle differences between clients who self-harm and that, while 
research is yet to determine the resulting treatment implications, deciphering these 
distinctions may help them tailor their approach more effectively. Similarly, in my 
own work with the client mentioned above, it may be valuable for me to try to 
understand her self-harming behaviour from her own perspective, analyse the 
functions it serves, and avoid automatically judging it as wholly unconstructive. 
Additionally, as psychodynamic approaches and DBT have shown some promise, I 
can feed this back to my CMHT, and explore whether there may opportunities to 
incorporate elements of these into our work.
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1. First impressions: the implications of my own relationship to change
I have to admit that the requirement to deliver a group presentation on ‘The 
Relationship to Change’ did not, at first, fill me with enthusiasm. The topie felt broad 
and indistinct and our group, as a whole, seemed unsure about what was expected of 
us. I felt apprehensive about contributing to group discussions in case I seemed 
anxious or awkward but, at the same time, I had a sense of feeling personally 
responsible for ensuring the successful completion of the task, and struggled to see it 
as a truly collective undertaking. This perhaps reflected the fact that, in my previous 
role, I had been a team manager, and it was frequently emphasised to me that I held 
ultimate responsibility for projects being delivered effectively, and on time. As we 
progressed, and I came to realise that the others in my group were supportive, 
motivated, and involved, one of the first changes I perceived in myself was a shift in 
my attitude towards working in a group: I began to recognise that we would share 
responsibility equally between us. This resulted in a degree of relief and, in my work 
with clients I now try to remember that enabling people to feel comfortable 
collaborating and sharing a burden can be liberating.
At the same time, the reminder that my role had changed and I was no longer a team
manager was difficult to cope with. I had changed career and, in doing so, had
moved from a position in which I felt senior, respected, valued and young in relation
to my colleagues, to being a trainee clinical psychologist, who was slightly older than
most, and whose previous experience was unusual. In this way, the presentation
highlighted to me that my own relationship to change was, to some extent, uneasy.
Although I was excited about my new role, I also felt uncomfortably junior,
vulnerable and unconfident compared with how I had felt previously. To cope with
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this, I had to learn to remind myself of the benefits of change, and to view my 
situation as a tough but temporary phase which would ultimately help me achieve my 
ambitions.
At the time, I found these feelings too sensitive to share with the group, but 
nevertheless it provided me with valuable insight, which I often find myself returning 
to in my clinical work. For example, I have been working with a client who feels her 
status has changed as a result of being made redundant. My own experience has 
helped me to understand how disorientating, unsettling and belittling this must feel, 
and also to encourage her to see it as a transitional, rather than permanent, state of 
affairs. I am also working with a client who hopes to increase her independence by 
overcoming agoraphobia. However, her husband worries that, if  she becomes more 
independent, it will result in her no longer needing him and therefore rejecting him. 
Likewise, she worries that, if she becomes more independent, he will no longer 
support her as he will think she can manage on her own. I have observed that this 
provokes contradictory emotions in them both: they are overtly supportive of change, 
yet simultaneously fearful about its consequences. This has shown me that it is 
essential to consider and attend to both desirable and undesirable aspects of change.
One of the theories which our group discussed in relation to change also seems 
relevant to this: the Theory of Reasoned Action (Fishbein & Ajzen, 1975). This 
emphasises that, if people evaluate a behaviour change as positive (i.e. have a 
positive attitude to it), and think their significant others want them to perform the 
behaviour (i.e. it is in line with their subjective norms) this results in greater 
motivation to follow through the change in behaviour. In the case of my client, the
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model suggests that the ambivalence of her and her husband is likely to make change 
more challenging.
2. Working as a group: strengths and weaknesses
As a group we were extremely practical and task-oriented. However, because we 
focused almost exclusively on getting the final presentation ready we rarely stopped 
to reflect on the process we were going through, or on our experiences. This was 
commented on in feedback we received after our presentation, which stated that more 
reflection on the group process would have been welcomed. Looking back now, I 
wonder whether this lack of reflection resulted partly because, like me, others in the 
group did not feel comfortable at this stage sharing their reflections, and so ‘hid’ 
behind the practicalities of the task.
A second weakness of the group was that we were poor, in my view, at critiquing the 
models of change we identified, instead simply taking them at face value. This point 
was also noted in the feedback we received, which stated: “you need to critique your 
models I feel that this was in part connected to our tendency to focus on finishing 
the presentation as efficiently as possible, rather than ensuring we stepped back to 
take a considered, analytical approach. In the group, I felt that I tended to adopt a 
more critical approach than others, drawing on critical psychology, and suggesting 
alternative, more radical perspectives. However, although my thoughts were 
included, I think we treated them as an add-on rather than applying them to the 
presentation as a whole. I feel that I also held back from critiquing the models others 
had identified, for fear of seeming to undermine my fellow trainees. In retrospect, I 
think I could have suggested that we all think of weaknesses of our models, without 
undermining anyone.
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A final weakness was that, perhaps partly because we were keen to ensure we 
incorporated everyone’s ideas, I think we failed to achieve a coherent and well- 
structured presentation. As I wrote at the time in my journal; “1 was not particularly 
impressed with our presentation. I  feel that it could have been better structured, 
more coherent and more critical. It fe lt as though we simply picked a few  points to 
speak about, gathering some from each group member, but did not analyse what we 
were saying or how the different points we made were connected. I  don’t think our 
ideas ‘hung together ’ as well as they might have done ”.
However, reading back over my journal now, I feel my initial judgements were 
perhaps too critical. Similarly, I remember focusing on the negative aspects of the 
feedback we received, rather than on the positives. With hindsight, I think I did not 
give us credit for the positive elements of our work together. For example, an 
advantage of our task-oriented approach was that it enabled us to finish our 
presentation comfortably in the time allotted. Although, at times, we were fleetingly 
hesitant about how to progress, our pragmatic attitude meant we quickly resolved any 
uncertainty and made decisions. In one instance, one group member favoured 
delivering a theory-driven presentation, while another preferred a more personal 
approach. However, we managed to incorporate elements of each in a way that 
satisfied them both. This also highlights another strong point of our group: everyone 
contributed ideas, everyone’s ideas were included, and no one person dominated, 
even if this perhaps made the structure a little more chaotic. In particular, I remember 
that it was easy to decide who would present which slides, and 1 feel this reflected 
the fact that everyone had aspects of the presentation they felt they had contributed.
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Likewise, whereas some groups elected a permanent chairperson, we developed an 
egalitarian system where the chairperson rotated eaeh week.
In his cognitive model of depression. Beck (1987) emphasises that “errors” in 
thinking can lead people to draw highly critical conclusions about themselves, which 
in turn can maintain negative affect. These errors include magnification of negatives, 
minimization of positives, and selectively attending to negative feedback about the 
self. Several of my clients seem overly critical of themselves, and I discuss with 
them whether they are focusing predominantly on their negative points, and 
‘discounting’ the positives. However, I feel that my initial reaction to our 
presentation shows that I am also susceptible to this, and a learning point for me is 
that it is important to try to reach a more balanced view.
More broadly, having had the chance to work in a group was helpful when, shortly 
after commencing my placement, an assistant psychologist and I had to design and 
facilitate a series of psychology groups on an inpatient ward. In particular, my own 
experience made me recognise that asking groups to tackle problem based learning 
exercises can reduce the amount of reflection that takes place, but it can also help a 
group leam to work together effectively, and can feel safer and more containing than 
simply talking. As a result, we designed the inpatient groups so that they begin with a 
general discussion, followed by a practical or creative task, followed by an 
opportunity for group members to share their personal reflections. The groups are 
diverse as regards ethnicity, age, diagnosis, and social background and 1 find that 
structuring the groups in this way allows for different types of interactions, 
increasing overall engagement.
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3. Learning from the content of the presentation
As well as learning from the process of working as a group, I also found the content 
of our presentation informative. Two elements, in particular, have influenced my 
thinking about my clinical work. Firstly, our group discussed labelling theory 
(Becker, 1963) and how the labels we apply to people can change their thinking and 
behaviour. For example, in one study we identified (Rosenthal & Jacobson, 1968), 
school children took an intelligence test and their teachers were told that a group of 
them, termed the ‘bloomers’, were particularly gifted. In fact, children had been 
assigned to this group at random. Nevertheless, by the end of the year, these children 
achieved better results than the other children, suggesting that the teachers’ beliefs 
and expectations, despite being flawed, changed the way the children 
performed. This has taught me that we must be mindful of the consequences of 
labeling clients (e.g. by diagnosing them). For example, I have observed that certain 
diagnoses, such as personality disorder, seem to be viewed particularly negatively by 
colleagues on my placement. This is in line with research, which has found that 
practitioners are less optimistic about patients with a personality disorder label than 
those with other diagnoses, are less empathie towards them, and are more negative 
about working with them (Markham, 2003). I often find myself wondering whether 
these negative attitudes influence the way such clients behave, how their behaviour is 
interpreted, and their clinical outcomes. Similarly, I have noticed that the way I feel 
clients label me can change how I feel about myself. For example, one of my clients 
treats me as an expert, and this makes me feel under pressure to perform well, but 
also makes me feel positive and confident. Conversely, another client initially
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seemed unsure about seeing a trainee: this made me feel less competent and more 
wary of my approach.
Secondly, in our presentation we decided to force a change on the audience (asking 
them to move seats) to explore their relationship to change. This led to considerable 
discussion in our group about the ethics of forcing change upon people. In the end, 
we gave people the option not to participate, and informed them at the outset that 
they would not be singled out. In my work facilitating groups on the inpatient ward, I 
sometimes reflect back on these discussions. For example, some people on the ward 
have been sectioned and they have discussed their feelings of powerlessness in 
relation to psychiatrists, their concerns about feeling forced to take medication, and 
their perception that, irrespective of their wishes, they have to be seen to change and 
to ‘be normal’ in order to be discharged. This raises complex issues around the 
morality of forcing change on people and I have at times found myself questioning, 
for example, whether medication is used on the ward predominantly for clients’ 
benefit, or for that of the professionals who manage them. It has also highlighted to 
me how, even in multidisciplinary teams, where practitioners fi*om a range of 
backgrounds contribute to decisions, it can feel as though most ultimately subscribe 
to a medical model, with psychiatrists wielding the power.
4. Delivering the presentation
On the day of the presentation, we did a practice run-through. I was nervous, and
remember feeling unwilling to refer to my notes because I thought it would be
obvious that my hands were shaking. However, after 1 finished, my group said I
seemed relaxed and asked if I had done a lot of presenting in my previous job,
because it seemed that way. This surprised and reassured me, and made me realise
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that I have rarely been given feedback about how I actually appear when I feel 
nervous. During the presentation itself, I felt calm and confident, perhaps partly 
because of the positive feedback I had received from my group. I also felt that others 
in my group and in other groups presented confidently and clearly, even those who 
said they disliked presenting, and I ensured I fed this back to them. I recall this 
experience when designing behavioural experiments with clients with difficulties like 
social anxiety, as it helps me appreciate how beneficial it can be for people to come 
to realise that, even if they feel nervous, this may not be apparent to others, or make 
others judge them negatively.
5. Summary
Overall, despite my initial reservations, preparing a group presentation about ‘The 
Relationship to Change’ provided me with valuable insights. What was particularly 
powerful was the way it helped me to explore my own uneasy relationship to change. 
As outlined, I also feel that I have been able to relate the task to my clinical practice 
in a range of ways. Not only this, I feel that the task enabled me to develop positive 
relationships with others in my group: while I would not say I am closer to them than 
to other trainees, I do feel I bonded with them more quickly, and at a time when 
receiving peer support was especially important.
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1. The original ‘problem’
As I read through the background information for the Problem Based Learning 
(PBL) exercise, I felt apprehensive. The ease seemed complex, and I was not entirely 
clear about the input required from us. To my embarrassment, the question posed on 
the information sheet: “Whose problem is it?” suddenly conjured up in my mind an 
intrusive thought: “It’s not my problem!” I attributed my feelings of apprehension, 
and resulting defensiveness, to being unsure of myself in the face of a new challenge. 
Such feelings are not unfamiliar to me; they have surfaced during my clinieal 
placements, where I have experienced uncertainty about the reasons for referrals, 
people’s expectations of me, and my ability to meet these. I have learnt to 
aeknowledge the feelings of inadequacy and insecurity this can engender in me, 
before systematically considering the different aspects of a case, and seeking 
clarification where necessary.
I wonder whether there was another aspect to my apprehension too. Prior to this PBL 
task, my experience of working in my Personal and Professional Learning 
Discussion Group (PPLDG) had been mixed. I had originally hoped the group would 
offer a source of support, and a forum for engaging discussion. But, during the first 
year, more often than not, we had sat silently and awkwardly, and several of us had 
observed that, when a group member sought support from others, they were usually 
left feeling exposed and disappointed. Bion (1961) seems to encapsulate this state of 
affairs. He argues that groups are essential to the fulfilment of people’s needs, but 
that: “the most prominent experience which the group experiences is a feeling of 
frustration -  a very unpleasant surprise to the individual who comes seeking
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satisfaction” (p.54). In retrospect, I think my initial apprehension at the PBL task 
also reflected my broader feelings about the group.
Reservations aside, we began to consider the task at hand. Mr and Mrs Stride were 
facing the prospect of having their children permanently removed from their care 
because of concerns around emotional abuse and neglect. The household was 
chaotic, the family were living in poverty, Mr Stride had been violent to Mrs Stride 
in front of the children, and neither parent had engaged with parenting classes. Mr 
Stride had special educational needs, while Mrs Stride had a mild learning disability. 
The local authority believed the children should be adopted, the children’s guardian 
believed the parents could leam to be ‘good enough’, Mr and Mrs Stride wanted their 
children back, and the children’s grandparents apparently wanted to be assessed as 
possible kinship carers. The intricacy of the material, although confusing, seemed to 
encourage us to come together as a group to help each other understand the issues 
involved. Despite my early apprehensiveness, it felt comforting at this stage to 
remember that we were all in this together, so the presentation we had to give about 
the case was not my sole responsibility. Our group discussions were wide-ranging, 
and I have highlighted just a few points below, which have proved particularly 
valuable in my clinical work.
Firstly, we asked ourselves: had the input received by the family been sufficient to 
allow them to succeed? Social services felt they had offered everything to the family 
to no avail. However, Booth (2000) argues that parents with learning disabilities may 
be presumed to be unable to parent based on selective attention to evidence of 
incompetence, an over-zealous approach to risk, and an under investment in 
providing appropriate support. Similarly, a report by the Social Service’s
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Inspectorate (SSI; 1999) raised concerns that professionals did not always recognise 
the specialist help required by a parent with learning disabilities to parent effectively. 
Here, we were told that the family’s support worker had received no training for 
working with people with learning disabilities, highlighting the possibility that the 
support offered to the family was insufficiently tailored to their needs. Our group 
also speculated about why Mr and Mrs Stride did not engage with parenting classes. 
Although one possible explanation was that they were not motivated to improve, we 
also wondered whether the classes were appropriately geared towards people with 
special needs, and whether Mr and Mrs Stride were able to get to them and 
remember when they were.
These considerations proved helpful shortly afterwards on my clinical placement, 
when a member of a group I ran for people with learning disabilities suddenly 
stopped attending. Her care coordinator told me this was a typical pattern, and she 
never saw things through. However, I decided to follow this up. This led to the client 
revealing that, as winter approached, she had become frightened of getting lost in the 
dark on the way to the group. This enabled us to investigate ways to resolve the 
situation - for example, by asking a member of staff to accompany her, or making 
sure she carried her mobile phone with her so she could make contact if  she got lost. 
This taught me the importance of not simply accepting the first explanation given 
when people do not engage, even if it seems convincing, but instead taking a 
questioning approach.
Secondly, the line: “Mr Strides’ parents want to be assessed as possible carers for 
their grandchildren” captured the group’s interest. Involving the grandparents 
seemed potentially a good solution, as research suggests that keeping children within
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their wider family results in better outcomes in terms of behavioural development, 
mental health, and placement stability (Winokur, Holtan & Valentine, 2009). But, 
what if Mr Stride’s violence repeated family patterns of violence from his own 
upbringing? The language used also seemed intriguing. Did Mr Stride’s parents 
really want to be assessed! Or, did they simply want to be the carers? Did they 
understand what the assessment would involve, and its possible outcomes (as implied 
by the assertion that they wanted to be assessed)? And were they aware of the burden 
that kinship care could place on them? I have learnt on my clinical placements that 
clients and their families may acquiesce without really understanding the 
implications of what they are agreeing to.
Finally, it occurred to us how confused and powerless the Stride family may feel; the 
professional network diagram in the information sheet revealingly showed Mr and 
Mrs Stride and their children, Sally and Sarah, encircled by a sea of nameless 
professionals. Considering how the professional network may be perceived has been 
important subsequently. For example, I worked with a woman with a learning 
disability, who social services wanted to move out of her mother’s home and into 
supported housing, because her mother had dementia and she was possibly showing 
early signs of dementia herself. But her sisters spoke of their frustration as an endless 
stream of unfamiliar professionals became involved and made separate 
recommendations. Their resulting confusion and anxiety had ultimately increased 
their resolve to keep the family together, rather than agreeing to their sister’s move. 1 
felt it would have been helpful for the professional network to have been more 
cohesive and to have come together to explain their recommendations (and the 
rationale for these) to the family. I also worked with a father with learning
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disabilities referred for ‘anger management’ problems. His angry outbursts were 
understandably a cause of concern for the professionals working with him and for his 
family. But, at the same time, it seemed these very people were maintaining his rage, 
as they engendered in him feelings of powerlessness by demanding that he “do things 
their way”, and doubting his ability to be a competent parent.
2. The group process
As a group, our approach to this task seemed conspicuously different from our 
approach to the first group task (a presentation on ‘The relationship to change’). 
During the first task, I felt we strived to be accepted, tentatively testing out what was 
permitted, looking to our facilitator for direction, avoiding conflict, and busying 
ourselves with practical matters. Although this meant we were accommodating and 
organised, group discussions could feel superficial and stilted, differences of opinion 
seemed uneasily suppressed, and it felt as though latent anxieties around rejection by 
the group bubbled under the surface. Perhaps as a result, we operated quite 
independently from one another and our final presentation felt like a series of 
disjointed PowerPoint slides, contributed by separate individuals, rather than the 
product of a cohesive group endeavour. Tuckman and Jensen (1977) argue that 
groups develop sequentially through a series of stages; forming, storming, norming, 
performing and adjourning. Our behaviour in the first group task seemed to 
correspond with the ‘forming’ stage.
During the current PBL task, we seemed more willing to take risks. For example, we
quickly agreed to use role play for our presentation, rather than a traditional
PowerPoint presentation. Using role play meant that, instead of each working on a
discrete aspect of the presentation, we assigned ourselves parts and focused on
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establishing how we would respond to each other in our sketch. This helped us to 
feel part of an interconnected whole and to operate more cohesively, which was 
reflected in feedback we received stating; “you clearly worked together well”. 
However, I must admit that this increased interdependence also felt a little uneasy; 
progression seemed slower as we had to wait to hear others’ perspectives before 
finalising our own; and no one was able to simply take control of ‘their bit’. This has 
been a valuable learning point for me because I came to recognise that, by allowing 
myself to rely on and integrate with other group members more, I ultimately 
experienced greater satisfaction with the final product.
In this task, I think we arguably entered a ‘norming’ or ‘performing’ stage, in which 
group cohesion is more evident. It is notable though that, while before this PBL task, 
we expressed dissatisfaction with ourselves as a group for our seeming inability to 
operate at a deeper, more meaningful level, or to support each other satisfactorily, we 
do not really appear to have passed through a ‘storming’ stage. This is in contrast to 
the two Community Mental Health Teams (CMHTs) I have worked in on my clinical 
placements, which I would be inclined to locate in a ‘storming’ stage, characterised 
by disagreement and conflict.
Lacoursiere (1974) observed groups of student nurses in a psychiatric setting and 
argued that they passed through four stages of development; ‘orientation’ 
(characterised by anxiety, but positive expectations of the group); ‘dissatisfaction’ 
(characterised by an increasing sense of frustration); ‘production’ (characterised by a 
more realistic appraisal of what could be accomplished); and ‘termination’ 
(characterised by sadness and self-evaluation). As Tuckman and Jensen (1977) note, 
in contrast to their research, Lacoursiere did not witness a ‘storming’ stage. This
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model therefore perhaps better reflects our own group development, with a transition 
from orientation, to dissatisfaction, to production. However, I am left uncertain about 
why my PPLDG and CMHTs appear to have developed differently. I wonder 
whether it partly reflects the fact that my PPLDG (like Lacoursiere’s groups) is quite 
homogenous, whereas my CMHTs have been more diverse in terms of professional, 
educational and cultural backgrounds. While my CMHTs can feel jarring and 
dysfunctional, I also find people’s willingness to express difference refreshing and 
informative, and I feel my PPLDG may benefit from a greater readiness to challenge 
each other.
3. The presentation
Our presentation involved a role play depicting a professional network meeting, at 
which Mr and Mrs Stride were also present. We decided to focus on how it can be 
difficult to say what you are really thinking, by using thought bubbles to show 
people’s unspoken thoughts at various points during the sketch. I cannot help 
wondering whether this mirrors how our PPLDG has been characterised, at times, by 
a reluctance to say what we are actually thinking or challenge each other openly. In 
this way, the role play may have served another purpose for our development: 
perhaps it allowed us to try out challenging each other, but in a safe way, behind the 
facade of a ‘role’.
Considering what cannot be said has been valuable in my subsequent clinical work.
For example, I attended a network meeting about whether a client should be removed
from his college because of challenging behaviour. The college asked for my
supervisor and me to conduct an assessment and said they were open to our
recommendations. However, we felt there was a hidden agenda: although nothing
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had been explicitly said to this effect, we felt some pressure to conclude that the 
client should be excluded. My supervisor and I discussed whether the college tutors 
perhaps felt they could not cope with the client but, for fear of seeming incompetent, 
could not admit this and wanted someone else to take responsibility for ‘permitting’ 
them to exclude him. Nevertheless, our assessment concluded that the client’s 
behaviour seemed manageable with support. At this point, the college staff criticised 
the assessment, and asked for an educational psychologist to take over. I think this 
suggested they felt threatened and wanted to undermine us for fear of otherwise 
being seen to fail. In retrospect, and drawing on the PBL task, I think it may have 
been helpful for us to have discussed openly with the college at the outset what we 
thought they might be feeling underneath, the difficulties of their position, and how 
we could ensure that our report would be experienced as helpful in light of this. 
Lxposing these ‘thought bubbles’ could, I think, have avoided the tensions that 
emerged.
Overall, this PBL task provided many reflections relevant to my clinical work, for 
example around how professional teams may fail to tailor support adequately, or may 
inadvertently alienate clients (or each other) through a lack of cohesiveness or 
openness. It has also been informative to consider how my PPLDG has developed so 
far, experiencing frustration at times, but gradually taking risks and becoming more 
unified. I remain interested to see whether, as a group, we will begin to feel safe 
enough to challenge each other, like the CMHTs I have worked in and, if so, whether 
this will feel constructive or destructive.
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This process account described my experiences of participating in a Personal and 
Professional Development (PPD) group during my first year as a trainee clinical 
psychologist. Although taking part in a small discussion group felt comforting in 
some respects, particularly as we were such a large cohort of trainees, I felt initially 
ambivalent about it. In particular, it reminded me that I had changed career and, in 
doing so, had moved from a role in which I led teams to being a trainee who felt 
junior and inexperienced. During the early stages of working together, I describe 
how we were practical, efficient and inclusive as a group. I suggest that this had 
advantages but that our highly task-oriented approach meant we did not spend much 
time reflecting on group processes or on our experiences o f being in the group. I also 
describe how our desire to be accepted meant we found it difficult to challenge or 
disagree with one another, but equally I highlight examples of where we seemed to 
feel unsure about how to support one another or elicit support from group members. I 
explore how the group evolved over the year, and discuss the roles that different 
group members assumed. Throughout the account, I consider how my observations 
apply to my clinical work and I compare and contrast aspects o f my PPD group with 
my experiences of working in a Community Mental Health Team.
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Throughout clinical training, trainees participate in small Personal and Professional 
Learning Discussion Groups (PPLDG), designed to provide a safe space to reflect on 
clinical training and practice. This account described my experiences in my PPLDG.
I outline how I felt a need to belong to the group, yet also found it frustrating. I 
explore possible explanations for this, including the impact of my own attachment 
style in groups, and how changing career to complete clinical training influenced my 
feelings towards the group. I discuss how I learnt from these experiences and adapted 
my approach as a result. I also explore how the group as a whole developed, and the 
factors responsible for this. Drawing on relevant research, I suggest we gradually 
became more interdependent, playful and self-assured. I also consider our changing 
relationship with our facilitator and the unexpectedly positive impact on the group of 
getting a new facilitator in the second year who was largely absent. I apply these 
discussions to consider the impact of participating in my PPLDG on my clinical 
practice. For example, I describe clinical cases that I have approached differently as a 
result of my PPLDG experiences, and outline how my increased awareness o f group 
dynamics has influenced my understanding of groups I have facilitated in the NHS. 
Finally, I consider the ways in which my PPLDG differed from the Community 
Mental Health Teams I have worked in, and the possible consequences of this on 
clinical practice.
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Overview of clinical experience
This includes an overview of five clinical placements over the three year training 
programme, including adult mental health, learning disabilities, older people, child
and adolescent, and specialist.
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Clinical placements
1.
Placement type: 
Service(s):
Adult mental health
Community Mental Health Team; systemic family therapy 
clinic on inpatient ward
Organisation: South West London and St Georges Mental Health NHS Trust
Dates of placement: October 2010 -  September 2011 
Experience gained:
I carried out assessments and interventions with adults presenting with a range of 
complex mental health difficulties, including obsessive-compulsive disorder, 
agoraphobia, schizoaffective disorder, bi-polar disorder, personality disorder, chronic 
depression and panic disorder. Within the Community Mental Health Team, I 
predominantly used a cognitive-behavioural model, but this included joint work with 
other professionals and sessions including clients’ families. Additionally, I ran 
weekly cognitive-behavioural groups on two inpatient wards, and worked within a 
systemic family clinic on the wards, offering sessions for clients and their families. I 
also carried out a service related research project on this placement examining the 
reasons for high non-attendance rates at first appointments.
2.
Placement type:
Service(s):
Organisation:
Learning disabilities
Community Mental Health and Learning Disabilities Team 
South West London and St Georges Mental Health NHS Trust
Dates of placement: October 2011 -  March 2012 
Experience gained:
In this specialist service, I worked with a range of clients with intellectual disabilities 
and mental health difficulties. For example, I carried out a systemic intervention with 
the family of a young man with a mild learning disability and a diagnosis of 
psychosis; I worked with the family of a woman with Down’s syndrome and possible 
depression, and also conducted a neuropsychological assessment for dementia with 
her; and I carried out life story work with a woman with significant communication 
difficulties and a history of possible sexual abuse. My work included consulting with 
staff teams and I also jointly facilitated a recovery group with my supervisor. Clients 
on this placement came from particularly diverse ethnic, cultural and religious 
backgrounds: for example I worked with Muslim clients, with an Iraqi family, with
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several clients from black Caribbean backgrounds and with a family who had sought 
asylum in the UK due to ethnic cleansing in their home country.
3.
Placement type: Older people
Service(s): Community Mental Health Team for Older People
Organisation: South West London and St Georges Mental Health NHS Trust
Dates of placement: April 2012 -  September 2012 
Experience gained:
I carried out assessments and interventions with people aged 65 and over with a 
variety of difficulties, such as health anxiety, challenging behaviour, relationship 
difficulties, chronic depression and dementia. The work included cognitive- 
behavioural interventions, interventions with families, neuropsychological 
assessments for dementia, and consultation work with staff teams using a ‘staff- 
centred, person-focused’ model developed by the Newcastle Challenging Behaviour 
Service. Additionally, I facilitated a Cognitive Stimulation Therapy group with a 
trainee social worker.
4.
Placement type: 
Service(s):
Children and adolescents
Tier 3 Child and Adolescent Mental Health Service (CAMHS) 
and Placement Support Team
Organisation: South West London and St Georges Mental Health NHS Trust
Dates of placement: October 2012 -  March 2013 
Experience gained:
This was a split placement which provided the opportunity to work within CAMHS 
and also within a specialist service providing support to children in care. In CAMHS, 
I earried out assessments, observations and interventions with children aged between 
5 and 18, with difficulties including Autistic Spectrum Disorders, behavioural 
difficulties, phobias, depression, anxiety, and Kleinfelter’s syndrome. In the 
Placement Support Team, I worked with a range of children in care drawing strongly 
on attachment-based models. For example, I carried out individual work around self- 
harm with an adolescent living in foster care and ran a psychological formulation 
session with a staff team in a residential care home relating to a young Sri Lankan 
boy who had experienced physical abuse and was displaying aggressive behaviour. I 
also jointly facilitated a multi-disciplinary training session about child development, 
and a training session for people interested in fostering.
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5.
Placement type:
Service(s):
Organisation:
Specialist
Research and Development
Sussex Partnership NHS Foundation Trust
Dates of placement: July 2014 -  January 2015 
Experience gained:
My specialist placement provided me with the opportunity to work within a Research 
and Development team in the NHS. I was involved with a broad range of research 
projects and activities within the team, helping me develop an in-depth 
understanding of clinical research and its application to practice. I also had the 
opportunity to work clinically with clients who were hearing voices using innovative 
approaches, in clinics specifically designed to further research in the area and to 
encourage the translation of research into practice.
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Service Related Research Project
Barriers to attendance at first appointments 
with Community Mental Health Teams
Service Related Research Project
July 2011
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Word count: 2,959
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1. Abstract
Objective: This study aimed to explore why service users fail to attend first 
appointments with Community Mental Health Teams (CMHTs) to help identify 
possible ways to improve attendance.
Design: A prospective sample of 53 newly referred service users (32 attenders and 
21 non-attenders) at two general adult CMHTs completed a questionnaire about 
barriers to, and facilitators of, attendance.
Results: The findings revealed that non-attenders were significantly less clear than 
attenders about the reasons for their appointment. However, the most frequently cited 
cause of non-attendance was having another commitment. Other explanations 
included: feeling too unwell to attend; worrying about what would happen; having 
problems with the appointment letter; and forgetting about the appointment. When 
asked whether a range of potential barriers to attendance applied to them, non- 
attenders most frequently selected: concerns about stigma; forgetting their 
appointment; not wanting to be given medication; fears about being sectioned; and 
anxiety about what others would think if they attended. Notably, attenders often had 
similar concerns. However, support from significant others and recognising they 
needed help appeared to motivate service users to attend.
Implications: The results suggest that CMHTs should work with referrers to 
encourage them to explain referrals fully and to ensure referrals are appropriate. 
Offering more flexible appointment times, providing sufficient notice, and making 
appointment letters clear and accurate may also help increase attendance. Finally, as
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service users themselves suggested, reminders could be valuable and may offer an 
opportunity to address expectations and provide information about what will happen.
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3. Introduction
In the context of increased pressure on healthcare provision, missed appointments in 
CMHTs pose significant economic and clinical challenges. The costs of non- 
attendance include longer waiting lists, wasted resources, and poorer treatment 
outcomes (Killaspy, Baneqee, King & Lloyd, 2000; Stone, Palmer, Saxby &
Devaraj, 1999). Of particular concern is the finding that rates of non-attendance at 
mental health appointments in primary and secondary care are up to twice those of 
other medical specialities (Mitchell & Selmes, 2007). For example, an analysis of 
NHS outpatient attendance in England highlighted that, between 2004 and 2005,
19% of psychiatric appointments were missed compared with 11% of appointments 
in the NHS as a whole (Department of Health, 2005). First appointments are most 
likely to be missed (Department of Health, 2005), and early non-attendance is 
predictive of continued non-attendance and attrition later in treatment (Aubrey, Self 
& Halstead, 2003; Goode, 1997).
Despite this, only a handful of studies from the United Kingdom have examined the 
reasons for non-attendance at psychiatric appointments among newly referred service 
users and, although being younger, male and of lower socioeconomic status were 
associated with non-attendance in one study (Farid & Alapont, 1993), others have 
found it difficult to identify a clear profile that differentiates service users who attend 
fi*om those who do not (Hillis & Alexander, 1990; O’Neill & Kerr, 1991; Skuse, 
1975). There is some evidence to suggest that the ‘mechanics’ of the referral system 
affects the subsequent likelihood of attendance: for example, a randomised controlled 
trial at seven psychiatric outpatient clinics in Leeds found that sending a personalised 
‘orientation letter’ 72-hours before a first appointment improved attendance
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(Kitcheman et a l, 2008). However, relatively little attempt has been made to elicit 
the views of service users themselves.
One study of general adult psychiatric outpatient appointments in North London did 
obtain service users’ views (Killaspy et al., 2000). This highlighted that being 
unhappy with the referral, clerical error, being too unwell, forgetting the 
appointment, and fear of being hospitalised, were the most common reasons for non- 
attendance at initial appointments. Another study, in Belfast, revealed that many of 
those missing first appointments felt they no longer needed to attend (O’Neill &
Kerr, 1991), while research in Scotland found that only 6% of non-attenders felt the 
reasons for their referral had been explained fully (Hillis & Alexander, 1990). Hillis 
and Alexander (1990) also suggested the ‘poor image’ of psychiatry was influential, 
although a previous study of attitudes to a psychiatric outpatient clinic found that, 
while concerns about psychiatry’s image and social stigma were widespread, they 
did not in themselves appear to result in non-attendance (Skuse, 1975). While these 
studies provide valuable insights, they were carried out some time ago, in small local 
areas, making it difficult to know whether their results can be generalised.
In the two (neighbouring) general adult CMHTs of interest in this study, it was 
reported that high proportions of service users were missing their first appointments. 
The CMHTs were about to merge and, as attendance rates serve as an indicator of 
service quality, there was pressure to understand the reasons for non-attendance and 
improve matters.
This study therefore aimed to explore why service users fail to attend first
appointments and help identify ways to increase attendance. Although the focus was
on non-attendance, information was also collected from those attending first
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appointments. This was designed to allow differences between attenders and non- 
attenders to be explored in terms of socio-demographic variables and perceptions of 
attending, and to gain supplementary information from attenders about the barriers 
to, and facilitators of, attendance.
3.1. Research question
To summarise, the research question was: Why do service users miss first 
appointments with CMHTs and what might encourage attendance?
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4. Methodology
4.1. Participants
The study was prospective: all newly referred service users (97 individuals) offered 
an appointment with one of the CMHTs between 16‘^  February and 3^  ^May 2011 
were invited to participate. Fifty-three took part (section 5.2 shows response rates).
4.2. Data collected
A questionnaire was designed based on the previous research discussed, with slightly 
different versions for attenders and non-attenders (see Appendix A). Service users 
were asked who referred them for an appointment and how clearly the reasons for 
their appointment were explained. Those not attending were asked to explain why in 
their own words. Those who did attend were asked whether anything helped their 
attendance. Everyone was then asked what might make it easier to attend. 
Additionally, all respondents were asked whether a range of potential barriers to 
attendance (compiled from the findings of previous studies and consultation with 
CMHT staff) applied to them. Finally, respondents were asked their age, gender, 
ethnicity, employment status and highest level of education. Data on age and gender 
was also available from the CMHTs for non-responders.
4.3. Procedure
Each individual in the sample was allocated a unique identification code. The 
receptionist for the two CMHTs, which shared their premises, invited newly referred 
service users to complete a questionnaire, marked with their unique code, in 
reception when they attended their appointment. A detachable label, which the
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receptionist destroyed when the questionnaire was given out, showed the service 
user’s name and appointment date to identify who to give the questionnaire to. Those 
who did not attend, or who the receptionist forgot to provide with their questionnaire, 
were posted a questionnaire and stamped-addressed envelope. Because it was 
anticipated that the response rate would be low among non-attenders who, by 
definition, were not engaging with the service, non-attenders were followed up by 
telephone if they had not returned their questionnaire within two weeks, and invited 
to complete it over the telephone. Attenders could also complete the questionnaire 
over the telephone if they preferred.
4.4. Ethics
The Research and Development team for the relevant NHS Trust confirmed that 
ethical approval was not required for the study. As outlined, unique identifying codes 
were used to ensure confidentiality. Paper questionnaires were stored in a lockable 
drawer on the CMHT premises; electronic data was stored in an encrypted folder. 
Service users were provided with brief information about the study prior to taking 
part, including that they were free not to participate or to withdraw at any stage 
without adverse consequences.
4.5. Analysis
For the purposes of comparison, service users were categorised as either ‘attenders’ 
or ‘non-attenders’. Previous studies have defined non-attenders inconsistently, and 
have not always been explicit about their definition. In this study, non-attenders were 
defined as those not attending their first scheduled appointment either through 
cancelling or through missing the appointment without notifying the team. Although
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it could be argued that service users who cancelled were distinct from other ‘no- 
shows’, these individuals were categorised as non-attenders because nearly two-fifths 
either went on to miss their rescheduled appointment, this time without cancelling, or 
never rescheduled it, while many others cancelled at the last minute, resulting in 
similar resource implications to other no-shows. Cancellations were also not 
consistently recorded by the teams, making it difficult to distinguish them reliably.
Independent samples t-tests were used to investigate differences between attenders 
and non-attenders for parametric data. Chi-square and Fisher’s exact tests were used 
for categorical data and Mann-Whitney [/-tests for ordinal data. Open-ended 
responses were analysed using content analysis, where data is systematically 
categorised into groups of responses with similar meanings (Stemler, 2001). As 
recommended by Weber (1990), to increase validity two researchers independently 
coded the data, with discrepancies resolved through discussion.
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5. Results
5.1. Proportion of attenders and non-attenders
As Table 1 shows, nearly half of service users (49.5%) were non-attenders.
Table 1. Proportion o f  Attenders and Non-attenders
7V(%)
Attender 49 (50.5)
Non-attender 48 (49.5)
Total 97 (100.0)
5.2. Response rates
The response rate to the questionnaire was 54.6% (see Table 2). The majority of 
attenders self-completed the questionnaire, while the majority of non-attenders 
responded by telephone (see Appendix B). In the non-attender group, non-responders 
did not differ significantly from responders in terms of gender or age; the same was 
true for attenders (see Appendix C).
Table 2. Response rates
Questionnaires Responders
N ____________ W (%)
Attender 49 32 (65.3)
Non-attender 48 21 (43.8)
Total 97 53 (54.6)
5.3. Socio-demographic data
Table 3 displays demographic data for service users responding to the questionnaire.
As this shows. Chi-square tests revealed no significant differences between attenders
and non-attenders in terms of gender or ethnicity, while a Mann-Whitney [/-test
found no significant difference in level of education. To meet Chi-square test
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assumptions, service users were categorised as “working/studying” or “not 
working/studying”: no significant differences emerged between attenders and non- 
attenders.
The mean age of service users was 39.0 years (SD = 13.9), with data displaying a 
normal distribution (X5'(53) = 0.095, p  = .200). An independent samples t-test 
revealed no significant difference in age between attenders (M = 40.2, SD = 15.4) 
and non-attenders (M=  37.1, SD = 11.5), (t(5l) = 0 . 8 0 3 , =  .426, d = .226).
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5.4. Referrers and explanations for referrals
The majority of service users (83.0%) said they were referred for their appointment 
by their General Practitioner (GP), with the remainder referred by a variety of local 
services (see Appendix D). 90.6% of attenders were referred by their GP compared 
with 71.4% of non-attenders. Chi-square assumptions were not met due to small 
numbers, but Fisher’s exact test suggested this difference was not significant (p = 
.131).
Service users were asked how clearly the reasons for their appointment had been 
explained to them. As Table 4 shows, non-attenders {Mdn = Fairly clear) were 
significantly less clear than attenders {Mdn = Very clear), {U= 160.5, z = -2.68, 
p<.01) with a medium effect size (r = -.387), (Cohen, 1988, 1992). The majority of 
those referred by their GP were very clear (66.7%), while others were mostly fairly 
clear (55.6%) but this difference did not reach significance.
Table 4. How Clearly Reasons for Appointments Were Explained
Non-
Referrer
Response^
Total
W(%)
Attender
N ( % )
attender
V (% )
GP
N ( % )
Other
7V(%)
Very clearly 29 (60.4) 23 (76.7) 6 (33.3) 26 (66.7) 3 (33.3)
Fairly clearly 13(27.1) 4(13.3) 9 (50.0) 8 (20.5) 5 (55.6)
Not very clearly 6 (12.5) 3 (10.0) 3 (16.7) 5 (12.8) 1(11.1)
Not at all clearly 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Total 48" (100.0) 30(100.0) 18(100.0) 39 (100.0) 9 (100.0)
U (p-value) 160.5 (.007*) 125.5 (.129)
Effect size (r) -.387 -.219
Tive service users did not respond and were excluded fi*om the analysis
*p<.01
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5.5. Attendance: barriers and facilitators
5.5.1. Why appointments were missed
Non-attenders were asked to explain why they did not attend in their own words. Of 
the twenty who responded, 40% said they had another commitment (see Table 5). A 
fifth felt too unwell to attend, while the same proportion worried about what would 
happen (e.g. whether they would be sectioned), or complained about problems with 
their appointment letter. Further investigation revealed that such complaints were 
often valid (e.g. one letter did not state where to go, while another was accidentally 
sent to the wrong address).
Table 5. Reasons for Missing Appointments
Response^
Total 
W=20 (%)
Had another commitment 8 (40.0)
Felt too unwell 4 (20.0)
Worried what would happen 4 (20.0)
Clerical error with appointment letter 4 (20.0)
Forgot/mislaid appointment letter 3 (15.0)
Worried about stigma 2(10.0)
Practical difficulties getting to CMHT 2 (10.0)
Other 2 (10.0)
^Multiple reasons permitted
5.5.2. What helped service users come to appointments?
Service users attending their appointment were asked what helped them attend. As 
Table 6 shows, 35.7% felt support from significant others, usually a family member 
or Jftiend, helped, while nearly a third (32.1%) said they recognised they needed help.
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Others praised the team (e.g. for arranging a home visit, or because they valued the 
information leaflet accompanying their appointment letter), or suggested the 
appointment came at a good time (e.g. describing being “up and ready” or it being
“sunny”).
Table 6. What Helped Service Users Attend?
Response^
Total 
W=28 (%)
Support from significant other(s) 10(35.7)
Recognised I needed help 9(32.1)
Team helped 6 (21.4)
Appointment came at a good time 5 (17.9)
Medication 2(7.1)
^Multiple reasons permitted
5.5.3. What might improve attendance?
When asked what might improve attendance 42.1% of service users, particularly 
non-attenders, suggested reminding people of appointments. Other suggestions 
included offering more flexible appointments (e.g. more morning appointments) or 
providing more notice (21.1%), offering home visits or picking people up (21.1%), 
explaining clearly where to go (15.8%), and ensuring GPs explain referrals fully 
(10.5%).
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Table 7. Suggestions to encourage attendance
Non-
Response^
Total 
N=19 (%)
Attenders 
N=1 (%)
attenders
7V=12(%)
Reminders 8(42.1) 2 (28.6) 6 (50.0)
More flexible appointments/more notice 4(21.1) 1 (14.3) 3 (25.0)
Home visits/pick-up service 4(21.1) 2 (28.6) 2 (16.7)
Explain where to go more clearly 3(15^0 1 (141.3) 2 (1 6 /0
Better explanations by GPs 2 (10.5) 1(14.3) 1 (8.3)
Let people know cost of non-attendance 1 (5.3) 1 (14.3) 0 (0.0)
^Multiple reasons permitted 
5.5.4. Barriers to attendance
Finally, service users were asked whether a range of potential barriers to attendance 
applied to them (see Appendix E). The most commonly selected barrier for both 
attenders and non-attenders was concerns about stigma, selected by 42.9% of non- 
attenders and 35.7% of attenders. Non-attenders also frequently selected: forgetting 
their appointment (35.0%); not wanting to be given medication (27.8%); fears about 
being sectioned (25.0%); and worrying about what others would think if they 
attended (25.0%). Attenders selected: worrying about what others would think 
(29.6%); fears about being sectioned (22.2%); having trouble finding the building 
(14.8%); and not wanting medication (11.1%).
There were no significant differences in the proportions of attenders and non- 
attenders concerned about stigma ( x \ l ,  N=49) = 0.258, =.612, 0  = -.073) or what 
others would think (% (^1, W=47) = 0.123,/? = .726, 0  = .051). For other barriers, the 
numbers were too small to make reliable comparisons.
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6. Discussion
In line with Hillis and Alexander (1990), Killaspy et al. (2000), O’Neill and Kerr 
(1991) and Skuse (1975) no significant socio-demographic differences emerged 
between attenders and non-attenders at first appointments. However, the results 
suggest that service users who do not attend are significantly less clear about why 
they have been referred than those who attend. An implication of this is that CMHTs 
should work with referrers to encourage them to explain the reasons for referrals 
fully and to ensure referrals are appropriate. Alternatively, an explanation for the 
referral could be added to CMHT appointment letters. It may also be valuable for 
future research to gather data from a larger sample of service users to explore in 
greater depth whether different referrers are associated with different attendance 
rates or levels of clarity.
The most common reason for non-attendance was having another commitment. It is 
possible this is connected with not being fully clear about the reasons for the 
appointment, and therefore not prioritising it. However, anecdotally it was also noted 
that less than a fifth of first appointments were offered in the morning, but almost all 
of these were attended compared with only around half of afternoon appointments. 
Appointment time may therefore be influential and this would merit further 
investigation. Additionally, while longer waiting times for appointments can increase 
non-attendance (e.g. O’Neill & Kerr, 1991) service users may need sufficient notice 
to allow them to organise their schedules. As problems with appointment letters also 
contributed to non-attendance, ensuring letters are correctly addressed and clear 
seems essential.
102
URN:6154073
Some service users suggested that concerns about stigma or what would happen (e;g. 
whether they might be sectioned) acted as barriers to attendance. However, similar to 
Skuse’s (1975) findings, such concerns seemed prevalent among attenders too. 
Nevertheless, it may be helpful to provide service users with greater reassurance, 
either through the information leaflet accompanying appointment letters or through 
working with referrers. While attenders also had concerns about attending, support 
from significant others, and recognising they needed help, appeared to be key 
motivators.
Further examination revealed that non-attenders frequently reported forgetting their 
appointments, even though this was not always given spontaneously as a reason for 
non-attendance. As service users themselves suggested, reminders could therefore be 
valuable. Although text-message prompts have shown benefits in other specialities 
(e.g. Koshy, Car & Majeed, 2008), it has been argued that they may be less effective 
in psychiatric settings (Donaldson & Tayar, 2009), and they were previously trialled 
in the CMHTs in this study, with no positive impact. Nevertheless, simple postal 
reminders have produced significant improvements in attendance at psychiatric 
appointments in England (Jayaram, Rattehalli & Kader, 2008; Kitcheman et al, 2008; 
Magnes, 2008; Rusius, 1995), while telephone reminders have proved effective in 
Ireland (Osinowo, McEnteggart & McCauley, 2010). An American review of 
interventions for improving attendance at psychiatric appointments argued that 
reminders are most successful when they include information about what will 
happen, address expectations, and mention the presenting problem from the referral 
(Lefforge, Donohue & Strada, 2007). This suggests that, resources permitting.
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reminders could be used to simultaneously address a range of barriers identified in 
this study.
Finally, it is important to note the study’s limitations. Firstly, the response rate was 
fairly low, particularly among non-attenders. Non-attenders who did not respond 
may have been particularly disengaged, or hard to reach, and it is possible that their 
reasons for not attending differed in important ways from other non-attenders. This 
limits the ability to generalise the findings to non-attenders as a whole, and this is 
further compounded by the fact the study took place over a short time-period. 
Secondly, the majority of attenders self-completed questionnaires, while non- 
attenders more often responded by telephone. If responding by telephone, for 
example, encouraged less confident responses about how clearly the reasons for 
referrals were explained, this could have produced artificial differences between 
attenders and non-attenders. Finally, non-attenders included service users who never 
attended, those who cancelled their appointments, and those who later re-engaged. It 
is possible that this broad definition masked important differences between 
subgroups of non-attenders, and future research may benefit from delineating this 
further. Notwithstanding these limitations, the results provide valuable indications of 
why service users fail to attend first appointments and what may help improve 
attendance.
The findings o f this study are due to he presented to the CMHTs at their business 
meeting in August 2011.
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Appendix A. Questionnaires
Version 1: Questionnaire posted to service users who were not administered a 
questionnaire at the CMHT
Survey about attending Community Mental Health Team appointments
You were recently offered an appointment with Community Mental Health
Team. We are interested in hearing your views about what makes it difficult or easy 
for people to come to appointments. This will help us to improve our service. We 
would be very grateful if you could complete the short questionnaire included. All 
responses will be kept strictly confidential. If you have any questions about this 
survey, please contact on or email
We hope that you will be able to take part, and will find it interesting. However, it is 
your decision whether or not you take part. If you decide to participate, you are free 
to withdraw at any time, without giving any reason, and this will not affect your 
treatment in any way.
Thank you very much for your help.
Please return vour completed questionnaire in the stamped addressed envelope 
provided as soon as possible.
Yours sincerely.
Trainee Clinical Psychologist
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learn / riea^ic A
*et€ for an appointment with the C 
one box
□  My GP
□  Don’t know
□  Other (please tell us who).
How clearly were 
Please tick one bo.
□  Very clearly
□  Fairly clearly
□  Not very clearly
□  Not at all clearly
□  Yes (Go to question 5)
□  No (Go to question 4)
*1^0” at Q3, please tell 
Please, write, in below
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□  In full time work □  Unemployed (unable to find work)
□  In part time work □  On sick leave from current work
□  Student □  On maternity leave from current 
work
□  On a training scheme □  Retired
□  Unemployed due to ill health □  Self-employed
□  Unemployed due to disability □  Home carer
□  University or equivalent □  Secondary school
□  Between secondary level and 
university (e.g. technical training)
□  Primary school only
Yes No N/À
I had difficulty taking time off work for my appointment □  □  □
I had difficulty arranging childcare or care of another family □  □  □  
member
I l l
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I had trouble finding the building □ □ □
I had transport or parking difficulties □ □ □
I was unable to get to my appointment on my own □ □ □
I forgot that I had an appointment □ □ □
I couldn’t get hold of the team to rearrange my appointment □ □ □
I didn’t think the appointment would be helpful □ □ □
My GP didn’t think the appointment was needed □ □ □
A family member didn’t think the appointment would be 
helpful
□ □ □
I didn’t understand the reason for the appointment □ □ □
I felt too unwell to attend □ □ □
I had concerns about the stigma (shame) of attending □ □ □
I felt worried about what others would think of me if I 
attended
□ □ □
I was worried that I might be sectioned/put in hospital □ □ □
I didn’t want to be given medication □ □ □
The Community Mental Health Team made an error with 
my appointment. I f  yes, please tell us what happened:
□ □ □
I felt unhappy with my referral. I f  yes, please tell us why: □ □ □
I felt unhappy with the appointment letter. I f  yes, please tell 
us why:
□ □ □
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□□
I□  Male
□  Female
□  White □  Chinese
□  Black or Black British □  Mixed
□  Asian or Asian British □  Other ethnic group
Thank you very much for taking part. Please return the questionnaire to reception.
Or, please post to Community Mental Health Team,
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Version 2: Questionnaire administered to service users attending their 
appointment at the CMHT
Survey about attending Community Mental Health Team appointments
We are very pleased that you have come to your appointment with the Community 
Mental Health Team today. We are interested in hearing your views about what 
makes it difficult or easy for people to come to appointments. This will help us to 
improve our service. We would be very grateful if you could complete the short 
questionnaire attached. All responses will be kept strictly confidential.
We hope that you will be able to take part and will find it interesting. However, it is 
your decision whether or not you take part. If you decide to participate, you are free 
to withdraw at any time, without giving any reason, and this will not affect your 
treatment in any way.
If you have any questions about this survey, please let the receptionist know.
Thank you for your help.
Please hand vour completed questionnaire in at reception before you leave.
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□  My GP
□  Don’t know
□  Other (please tell us who).
W ##
□  Very clearly
□  Fairly clearly
□  Not very clearly
□  Not at all clearly 1
□  Yes (Go to question 4)
1
□  No (Go to question 5) |
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□  In M l time work □  Unemployed (unable to find work)
□  In part time work □  On sick leave from current work
□  Student □  On maternity leave from current 
work
□  On a training scheme □  Retired
□  Unemployed due to ill health □  Self-employed
□  Unemployed due to disability □  Home carer
116
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ghest
□  University or equivalent □  Secondary school
□  Between secondary level and □  Primary school only 
university (e.g. technical training)
1
Yes No N/A
1 I had difficulty taking time off work for my appointment □ □ □
1 I had difficulty arranging childcare or care of another family 
member
□ □ " T T '
I had trouble finding the building □ □ □
I had transport or parking difficulties □ □ □
1 I was unable to get to my appointment on my own □ □ o
I forgot that I had an appointment □ □ o
1 I couldn’t get hold of the team to rearrange my appointment □ □ □
1 I didn’t think the appointment would be helpful □ □ □
My GP didn’t think the appointment was needed □ □ □
A family member didn’t think the appointment would be 
helpful
□ □ □
I didn’t understand the reason for the appointment □ □ o
1 I felt too unwell to attend □ □ □
I had concerns about the stigma (shame) of attending □ □ □
I felt worried about what others would think of me if I 
attended
□ □ □
1 I was worried that I might be sectioned/put in hospital □ □ □
1 I didn’t want to be given medication □ □
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The Community Mental Health Team made an error with my 
appointment. I f  yes, please tell us what happened:
□ □ □
I felt unhappy with my referral. I f  yes, please tell us why: □ □ □
I felt unhappy with the appointment letter. I f  yes, please tell us 
why:
□ □ □
□  Male
□  Female
□  White □  Chinese
□  Black or Black British □  Mixed 1
□  Asian or Asian British □  Other ethnic group I
Thank you very much for taking part. Please return the questionnaire to reception.
Or, please post to Community Mental Health Team,
118
URN:6154073
Appendix B. Method of responding to the survey
Table 1. Method o f Response fo r  Attenders and Non-attenders
Method of response to 
the survey
Total
7V(%)
Attender
N{Vo)
Non-attender
W(%)
Self-completion (at 36 (67.9) 27 (84.4) 9 (42.9)
CMHT or via post)
Telephone 17(32.1) 5 (15.6) 12(57.1)
Total 53 (100.0.) 32(100.0) 21 (100.0)
y: (p-value) 10.03 (.002*)
^p<.01
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Appendix C. Comparison of responders and non-responders
Table 1. Gender Comparisons fo r  Responders and Non-responders
Total Responder Non-responder /^(p-value)
NjVo) NC/o) NjVo)
Attenders Male 29 (59.2) 18 (56.3) 11 (64.7)
Female 20 (40.8) 14 (43.8) 6 (35.3) 0.329 (.566)
Non- Male 23 (47.9) 11 (52.4) 12 (44.4)
attenders Female 25 (52.1) 10 (47.6) 15(55.6) 0.298 (.585)
Table 2. Age Comparisons for Responders and Non-responders
Total Responder Non-responder t (p-value)
M (SD ) M (SD) M (SD )
Attenders 38.5 (14.1) 40.3 (15.4) 35.2 (10.8) 1.21 (.234)
Non-attenders 34.6 (11.3) 37.1 (11.5) 32.7 (11.0) 1.36 (.181)
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Appendix D. Who referred service users for appointments?
Table 1. Who Referred Service Users fo r  Appointments? 
Referrer N{Vo)
GP 44 (83.0)
Improving Access to Psychological Therapy (lAPT) services 2 (3.8)
Housing Association/housing scheme 2 (3.8)
Local hospital 2 (3.8)
Psychotherapy service 1 (1.9)
Memory disorder clinic 1 (1.9)
Local family service 1 (1.9)
Total 53 (100.0)
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Appendix E. Barriers to attending appointments
Table 1. Barriers to Attending Appointments for Attenders and Non-attenders
Total
W(%)
Attender
W(%)
Non-attender
W(%)
Potential barrier Response Response Response
Yes No/N/A Yes No/N/A Yes No/N/A
Concerns about the stigma 19 30 10 18 9 12
(shame) of attending (38.8) (61.2) (35.7) (64.3) (42.9) (57.1)
Worried what others 13 34 8 19 5 15
would think if I attended (27.7) (72.3) (29.6) (70.4) (25.0) (75.0)
Worried I might be 11 36 6 21 5 15
sectioned/put in hospital (23.4) (76.6) (22.2) (77.8) (25.0) (75.0)
Didn’t want to be given 8 37 3 24 5 13
medication (17.8) (82.2) (11.1) (88.9) (27.8) (72.2)
Forgot that I had an 8 39 1 26 7 13
appointment (17.0) (83.0) (3.7) (96.3) (35.0) (65.0)
Difficulty taking time off 6 44 2 27 4 17
work (12.0) (88.0) (6.9) (93.1) (19.0) (81.0)
Felt too unwell to attend 6 40 2 25 4 15
(13.0) (87.0) (7.4) (92.6) (21.1) (78.9)
Unable to get to my 5 42 2 25 3 17
appointment on my own (10.6) (89.4) (7.4) (92.6) (15.0) (85.0)
Had trouble finding the 5 42 4 23 1 19
building (10.6) (89.4) (14.8) (85.2) (5.0) (95.0)
Felt unhappy with the 5 45 1 30 4 15
appointment letter (10.0) (90.0) (3.2) (96.8) (21.1) (78.9)
Didn’t think appointment 3 42 2 25 1 17
would be helpful (6.7) (93.3) (7.4) (92.6) (5.6) (94.4)
Had transport or parking 3 44 1 26 2 18
difficulties (6.4) (93.6) (3.7) (96.3) (10.0) (90.0)
Didn’t understand the 3 43 2 25 1 18
reason for the appointment (6.5) (93.5) (7.4) (92.6) (5.3) (94.7)
CMHT made an error with 3 43 0 28 3 15
my appointment (6.5) (93.5) (0) (100) (16.7) (83.3)
Felt unhappy with my 3 48 1 30 2 18
referral (5.9) (94.1) (3.2) (96.8) (10.0) (90.0)
My GP didn’t think the 1 44 1 26 0 18
appointment was needed (2.2) (97.8) (3.7) (96.3) (0.0) (100.0)
Couldn’t get hold of the
team to rearrange my 1 46 0 27 1 19
appointment (2.1) (97.9) (0.0) (100.0) (5.0) (95.0)
Family member didn’t
think the appointment 0 45 0 27 0 18
would be helpful (0.0) (100.0) (0.0) (100.0) (0.0) (100.0)
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SERVICE-RELATED RESEARCH PROPOSAL FORM
This form should be completed by the trainee, signed by the field supervisor and 
submitted to the course office by the deadline given in the course handbook.
Name: Billie Lever Taylor
Please indicate by circling whether this project is:
• Audit
• Service evaluation
Please indicate by circling whether this project needs:
• NHS Trust R&D Committee approval
• Ethics committee approval
• No external approval
Project title: Barriers to attendance at first appointments with Community Mental 
Health Teams
Background and rationale (Maximum 500 words)
In the context of increased pressure on healthcare resources, missed appointments in 
Community Mental Health Teams (CMHTs) pose significant economic and clinical 
challenges. Of particular concern is the finding that rates of non-attendance at mental 
health appointments in primary and secondary care are up to twice those of other 
medical specialities (Mitchell & Selmes, 2007). For example, between 2002 and 
2003, 19.1% of psychiatric outpatient appointments were not attended in England 
compared with 11.7% in the NHS as a whole (Department of Health, 2003), with 
first appointments most likely to be missed (Mitchell & Selmes, 2007). Despite this,
125
URN:6154073
few studies have examined the reasons for non-attendance among newly referred 
clients, and previous research has been unable to identify a clear profile that 
differentiates clients who attend from those who do not (Hillis & Alexander, 1990; 
Skuse, 1975). There is some evidence to suggest that the ‘mechanics’ of the referral 
system affects the subsequent likelihood of attendance: for example, a randomised 
controlled trial at seven psychiatric outpatient clinics in Leeds found that sending a 
personalised ‘orientation letter’ 72-hours before a first appointment improved 
attendance (Kitcheman et al., 2008). However, little attempt has been made to elicit 
the views of service users themselves, or to consider which aspects of the process 
may contribute to their failure to attend.
One study of 224 patients with a general adult psychiatric outpatient appointment in 
North London did obtain service users’ views (Killaspy, Baneijee, King & Lloyd, 
2000).This highlighted that being unhappy with the referral, clerical error, and being 
too unwell were the most common reasons for non-attendance. In a similar study. 
Hills and Alexander (1990) found that 60% of those missing appointments 
questioned whether their doctor thought the referral would be of benefit, while only 
6% believed that the need for a referral had been explained to them fully. This 
suggests a need for clients to be provided with clear information about the value of, 
and reasons for, psychiatric referral. There also appeared to be concern about stigma, 
with a number of clients fearing talking about ‘embarrassing things’ and worrying 
about how others would regard them. Other factors influencing non-attendance 
included the need to take time off work, uncertainty about the relevance of treatment, 
and a fear of being hospitalised.
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In CMHT, it was reported that, in October 2010, 48% of
clients (10 people) failed to attend their first appointment, and this is considered to be 
unacceptable, particularly as it compares unfavourably to the neighbouring CMHT of
where 25% failed to attend in October. These concerning 
figures have resulted in pressure on the team to investigate the reasons for non- 
attendance and to identify ways to improve the system. This study therefore aims to 
explore why clients fail to attend first appointments at and to
make recommendations about to how to improve attendance.
Objectives
The aim is to explore the barriers to attendance at first appointments in
Setting
(please note that the service name will be anonymised 
in the final report).
Data sources
A paper questionnaire will be used to explore, from clients’ perspectives, the barriers 
to attendance. The questionnaire will be predominantly quantitative, but open-ended 
questions will be included to gather richer qualitative data. The questionnaire will 
also collect demographic data (age, gender, ethnic background, level of education, 
and employment status). Data will be anonymised, but each questionnaire will be 
coded numerically to ensure it is possible to identify who has responded and who has 
not (e.g. for the purposes of following up non-responders).
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Procedures
The study will be prospective and the sample will include all those offered an 
appointment at over a three month period. In this way, it
will include three groups of people; (i) those not attending their first appointment, or 
subsequent appointment (ii) those not attending their first appointment, but attending 
once this has been re-arranged (iii) those attending their first appointment. This is 
because it is believed that useful supplementary information about barriers to 
attendance can be obtained from those who do attend as well as those who do not, 
and this group may also provide a valuable point of comparison.
A postal survey will be sent to everyone who does not attend their first appointment 
(whether they cancelled it or simply did not attend). If possible, those who do not 
respond will be followed up and asked to complete the survey over the telephone. 
This should help to maximise response rates, but any differences by methodology 
will be examined.
A second version of the questionnaire (kept as similar as possible to the first to aid
comparability) will be provided to those who attend their first appointment, and to
those who missed their first appointment, but attended once it had been re-arranged.
This will be handed out to, and collected from, clients when they attend the CMHT.
This will be done with the help of the receptionist who will be provided with
questionnaires and instructions each week. Simple ‘routing’ will be used to ensure
that the questionnaire is appropriate both for those who engage firom the outset, and
for those who only attend once their appointment has been re-arranged. Of course,
those who miss their first appointment but attend once it has been re-arranged may
be asked to complete both versions of the questionnaire (once when they miss their
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appointment, and once when they attend). However, as each questionnaire will be 
coded numerically (as outlined) it will be possible to identify anyone responding 
twice.
Analysis
Analysis will be carried out using SPSS, while content analysis will be used for 
open-ended questions. Quantitative analyses will be exploratory, and will include 
descriptive statistics and inferential statistics.
Service-related implications
Analysis of the reasons for the high non-attendance rates in
m m  is needed in order to develop effective strategies for improving attendance,
and to prepare an appropriate response to non-attendance.
References
Department of Health (2003) Hospital Activity Statistics, London.
http://www.dh.gov.uk/en/Fublicationsandstatistics/Publications/AnnualRepor 
ts/Browsable/DH 5217175
Hillis, G. & Alexander, D.A. (1990). Rejection of psychiatric treatment. Psychiatric 
Bulletin, 14, 149-150.
Killaspy, H., Baneijee, S., King, M. & Lloyd, M. (2000). Prospective controlled
study of psychiatric out-patient non-attendance: Characteristics and outcome. 
British Journal o f Psychiatry, 176, 160-165.
129
URN:6154073
Kitcheman J., Adams C.E., Pervaiz A., Kader L, Mohandas D. & Brookes G. (2008). 
Does an encouraging letter encourage attendance at psychiatric out-patient 
clinics? The Leeds PROMPTS randomised study. Psychological Medicine, 
3 (^3;), 717-23.
Mitchell, A.J. & Selmes, T. (2007). Why don’t patients attend their appointments? 
Maintaining engagement with psychiatric services. Advances in Psychiatric 
Treatment, 13, 423-434.
Skuse, D. (1975). Attitudes to the psychiatric outpatient clinic. British Medical 
Journal, 3, 469-471.
Name o f  University supervisor: K i  A  O  f - |  OL,hAGS
Name o f  Field supervisor: J) R. TYOTHI SK(SM0Y
S i g n a t u r e  o f  t r a i n e e ;
F i e l d  S u p e r v i s o r ’ s  d e c l a r a t i o n ;  I  support the proposed project and methodology, and confirm that 
ethics/R&D approval is not needed/has-been securedfor this project.
S i g n a t u r e  o f  F i e l d  S u p e r v i s o r :  D a t e ;  ^  3 /  ^  fiJLx} I (
130
URN:6154073
4^  UNIVERSITY OF
1® SURREY
Major Research Project
The effectiveness of a self-help mindfulness intervention for reducing psychological 
distress and increasing positive mental health in students:
A randomised controlled trial 
By
Billie Lever Taylor
Submitted for the degree of Doctor of Psychology 
(Clinical Psychology)
Word count: 19,858
Department of Psychology 
Faculty of Arts and Human Sciences 
University of Surrey
May 2014
© Billie Lever Taylor 2014
L V  ■ ■•Sf
131
URN:6154073
Contents
Abstract..................................................................................................   135
Acknowledgements.......................................................................................................... 137
1. Introduction.................................................................................................................. 138
1.1. Study summary......................................................................................................... 138
1.2. Common mental health problems............................................................................. 139
1.2.1. Definitions and prevalence..................................................................................... 139
1.2.2. Implications of common mental health problems................................................... 141
1.2.3. Prevalenee and implications in student populations.............................................. 141
1.3. Access to evidence-based interventions for common mental health problems 143
1.4. Self-help interventions.............................................................................................. 144
1.4.1. Evidence for self-help psychologieal therapy........................................................ 146
1.5. Mindfulness-based therapy (MET)........................................................................... 152
1.6. Effectiveness of mindfulness-hased self-help therapy.............................................. 157
1.7. Synopsis of rationale for the study............................................................................ 162
1.8. Research questions.................................................................................................... 163
2. Methods....................................................................................................................... 165
2.1. Design....................................................................................................................... 165
2.2. Sample size............................................................................................................... 165
2.3. Partieipants................................................................................................................ 166
2.4. Ethics........................................................................................................................ 166
2.5. Procedure.................................................................................................................. 167
2.5.1. Recruitment............................................................................................................ 168
2.5.2. Randomisation....................................................................................................... 169
2.5.3. Intervention group.................................................................................................. 169
2.5.4. Control group......................................................................................................... 171
2.6. Measures ............................................................................................................ 173
2.6.1. Outcome measures..................................................................................................173
2.6.2. Process measures....................................................................................................175
2.6.3. Demographics........................................................................................................ 176
2.6.4. Adherence and evaluation measures.......................................................................177
132
URN:6154073
2.7. Analysis strategy...................................................................................................... 178
2.7.1. Baseline comparisons............................................................................................ 178
2.7.2. Outcome of intervention....................................................................................... 179
2.7.3. Reliable change..................................................................................................... 181
2.7.4. Mediation analysis................................................................................................ 182
2.7.5. Follow-up data...................................................................................................... 185
2.7.6. Impact of the intervention on the eontrol group............................................ ....... 186
2.7.7. Engagement with the intervention........................................................................ 186
3. Results......................... ................................................................................................187
3.1. Baseline comparisons............................................................................................... 187
3.2. Outcome of intervention.......................................................................................... 189
3.2.1. Outcome measures................................................................................................ 189
3.2.2. Process measures  ........ .........................................................................................190
3.3. Reliable change........................................................................................................ 192
3.4. Mediation analysis................................................................................................... 193
3.5. Follow-up data for the intervention group.................................................... ...........196
3.6. Impaet of the intervention on the control group.......................................................196
3.7. Engagement with the intervention...........................................................................197
3.7.1. Satisfaction............................................................................................................197
3.7.2. Attrition.................................................................................................................198
3.7.3. Adherence.............................................................................................................198
4. Discussion...................................................................................................................201
4.1. Summary of key findings.........................................................................................202
4.1.1. Effeetiveness of the intervention............. ..............................................................202
4.1.2. Potential Mechanisms of change...........................................................................203
4.2. Putting the findings in context.................................................................................205
4.2.1. Comparison with previous self-help studies.........................................................205
4.2.2. Comparison with face-to-face mindfulness studies..............................................209
4.2.3. Contribution to research on mechanisms of change.............................................209
4.3. Limitations and directions for future research.........................................................212
4.4. Clinical implications of the study............................................................................216
4.5. Conclusion...............................................................................................................218
5. References...................................................................................................................219
133
URN:6154073
Appendix A. Ethical approval.......................................................................................... 243
Appendix B. Information for participants........................................................................ 244
Appendix C. Consent form.............................................................................................. 247
Appendix D. Debrief for participants.............................................................................. 248
Appendix E. Reemitment poster...................................................................................... 249
Appendix F, Recruitment email....................................................................................... 250
Appendix G. Example of standard weekly email............................................................ 251
Appendix H. Online measures......................................................................................... 252
Appendix I. Graphical representations of 2x2 ANOVAs................................................ 263
Appendix J. Baseline comparisons for completers and non-eompleters.......................... 267
134
URN:6154073
Abstract
Objective: Mental health problems are widespread, with students particularly at risk 
of developing difficulties. However, many people have trouble accessing 
psychological help. To improve access, the National Institute for Health and Clinical 
Excellence (NICE) recommends self-help cognitive-behavioural therapy for sub­
threshold, mild and moderate anxiety and depression. But there is uncertainty about 
its effectiveness and drop-out can be high. Mindfulness-based self-help may offer an 
effective alternative, but research evaluating this approach has been limited. This 
study therefore used a randomised controlled design to evaluate a self-help 
mindfulness intervention for students.
Methods: Eighty students self-identifying as experiencing stress, anxiety or low 
mood were randomly allocated to complete an eight-week mindfulness bibliotherapy 
intervention or to form a waitlist control. Participants completed online measures 
before and after the intervention to measure depression, anxiety, stress, satisfaction 
with life, positive and negative affect, mindfulness and self-compassion. These 
measures were administered again at a ten-week follow-up (although control 
participants had also received the intervention by then).
Results: Attrition was low and 85% of intervention participants reported reading at 
least half the self-help book. Intention-to-treat analysis revealed significantly greater 
improvements in depression, stress, positive and negative affect, and life satisfaction 
at post-intervention in the intervention group than the control group, with borderline 
significant results for anxiety. Effect sizes ranged from Cohen’s (7=0.49-0.80. 
Intervention participants maintained improvements at follow-up. There were also
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significant pre-post group-by-time interactions for mindfulness and self-compassion 
and these appeared to mediate the effect of the intervention on outcome. Aspects of 
adherence to the intervention showed evidence of significant associations with 
improvements on the measures, although the correlations were not large.
Conclusions: While non-specific factors may have played a role too, this study 
provides evidence that mindfulness-based bibliotherapy is effective for distressed 
students. The study’s limitations and implications for clinical practice are discussed.
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1. Introduction
1.1. Study summary
Mental health problems are widespread, with the World Health Organization (WHO) 
predicting that by 2020 they will place a greater burden on individuals and society 
than all physical disorders except for coronary heart disease (Demyttenaere et ah, 
2004). Yet, many people have trouble accessing psychological help for their 
difficulties (Lovell & Richards, 2000). Student populations are particularly at risk of 
developing mental health problems (Andrews & Wilding, 2004) and frequently 
struggle to access services (Royal College of Psychiatrists (RCP), 2011). In a bid to 
improve access, the National Institute for Health and Clinical Excellence (NICE,
2011) has recommended self-help cognitive-behavioural therapy (CBT) for sub­
threshold, mild and moderate anxiety and depression. However, there is uncertainty 
about the effectiveness of CBT self-help and drop-out can be high (Kaltenthaler, 
Parry, Beverley & Ferriter, 2008; Lewis et al., 2003). A recent meta-analysis 
highlighted that mindfiilness-based self-help may be a valuable alternative 
(Cavanagh, Strauss, Forder & Jones, 2013), but studies of this approach have had 
considerable limitations. The current study therefore used a randomised controlled 
design to evaluate the effectiveness of a self-help mindfulness intervention in a 
student sample. This has the potential to contribute to the evidence base for a new 
intervention for common mental health problems.
This introduction begins by defining common mental health problems and outlining
their prevalence and implications, both for the general population and for students in
particular. The need to improve access to psychological treatments is highlighted,
along with a consideration of how self-help therapies may help. A critical analysis of
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the evidence base for current CBT self-help interventions is presented and it is 
argued that mindfulness-based self-help therapies may offer an effective alternative.
1.2. Common mental health problems
1.2.1. Definitions and prevalence
Psychological difficulties are prevalent, with findings from the Office for National 
Statistics (ONS) household survey of adult psychiatric morbidity in England 
revealing that one in six people experience a ‘common mental disorder’ at any one 
time (McManus, Meltzer, Bnigha, Bebbington & Jenkins, 2009). Common mental 
disorders - often referred to as ‘common mental health problems’ - include 
depression and a variety of types of anxiety. More specifically, McManus et al.
(2009) define them as encompassing fourteen types of ‘neurotic symptom’ (including 
fatigue, sleep problems, irritability, worry about physical health, depression, 
depressive ideas, worry, anxiety, phobias, panic, compulsions, obsessions, somatic 
symptoms, and concentration problems or forgetfulness) relating to six types of 
disorder: generalised anxiety disorder (GAD); mixed anxiety and depressive 
disorder; depressive episode; phobias; obsessive-compulsive disorder (OCD); and 
panic disorder. In its guidance on common mental health problems, NICE (2011) has 
adopted a similar, although slightly expanded definition, which also encompasses 
social anxiety disorder and post-traumatic stress disorder.
The most prevalent form of common mental health problem is mixed anxiety and 
depressive disorder, experienced by approximately nine people in every hundred, and 
by more than half of those with a common mental disorder (McManus et al., 2009). 
GAD is next most common with a 4.4% overall prevalence rate, while depression
139
URN: 6154073
stands at 2.3%. According to the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-IV-TR, American Psychiatric Association, 2000), depression is 
characterised by low mood and/or a loss of interest and pleasure in activities, 
resulting in distress or impaired functioning. For a diagnosis of GAD, a person must 
have felt distressed on more days than not for at least six months as a result of 
excessive anxiety relating to a number of events or activities.
Mixed anxiety and depressive disorder appears to be a more ambiguous category.
The DSM-IV-TR (2000) classifies it as a ‘sub-syndromaT disorder, where both 
anxiety and depression are present but neither on its own is sufficient to justify a 
diagnosis. However, it has been argued that this definition minimises what is in fact a 
significant and potentially severe diagnosis (Tyrer, 2001). Conversely, the ONS 
survey arguably treats mixed anxiety and depressive disorder as something of a 
‘catch-air for any difficulties that do not fit easily into other diagnostic categories, 
thus potentially overinflating its prevalence. These ambiguities aside, what is widely 
accepted is that anxiety and depression frequently coexist (NICE, 2011). 
Consequently, studies should include people with comorbid difficulties if they are to 
be ecologically valid and generalisable to the majority of those with common mental 
health problems.
Singleton, Bumpstead, O’Brien, Less and Meltzer (2001) argue that stress-related 
disorders are also captured by the ONS survey. Stress has been defined as irritability, 
restlessness, nervous tension, agitation, difficulty relaxing, and low tolerance of 
frustration (Lovibond & Lovibond, 1995). Although it is not a diagnostic category in 
its own right, there is a considerable body of empirical evidence in favour of a 
tripartite model of anxiety and depression, which recognises stress, tension, or
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general distress as a legitimate construct, alongside anxiety and depression (Clark & 
Watson, 1991; Lovibond & Lovibond, 1995; Watson et al., 1995). Consequently, 
common mental health problems can be conceptualised as encompassing anxiety, 
depression and stress-related difficulties, experienced either individually or together.
1.2.2. Implications o f common mental health problems
Common mental health problems have a range of negative consequences, adversely 
affecting social, physical and occupational functioning, and posing significant 
economic challenges (Lecrubier, 2001). In the UK, it has been estimated that mental 
health problems account for around two fifths of days lost from work due to ill- 
health at an annual cost of £8.4 billion (Sainsbury Centre for Mental Health, 2007). 
While one in three employed people take some time off work for health reasons each 
year, this rises to 43% among those with any form of mental ill health and 48% 
among those with anxiety, depression or stress-related disorders (Singleton et al., 
2001). These wide-ranging consequences highlight the need to ensure the existence 
of effective and accessible treatments for common mental health problems.
1.2.3. Prevalence and implications in student populations
Common mental health problems have been found to be particularly widespread 
among student populations. In a study of 3,000 students across ten UK universities, 
participants were assessed for anxiety and depression using the Hospital Anxiety and 
Depression Scale (HADS; Zigmond & Snaith, 1983); 29% of students scored above 
the cut-off usually taken to denote ‘probable’ clinical anxiety in psychiatric 
outpatients, while 13% displayed ‘possible’ or ‘probable’ clinical depression (Webb, 
Ashton, Kelly & Kamali, 1996). More recently, a study of 1,129 students from four
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UK universities found that 29% reported clinical levels of psychological distress on 
the Clinical Outcomes in Routine Evaluation 10-item measure (CORE-10; Connell & 
Barkham, 2007), with the majority (75%) falling in the mild to moderate range 
(Bewick, Gill, Mulhem, Barkham & Hill, 2008).
It has been suggested that factors associated with the transition between late 
adolescence and adulthood may contribute to these elevated levels of distress 
(Amett, 2004) along with issues related to the transition into university life (RCP,
2011). Such factors include difficulties adapting to new environments, stress related 
to forming more intimate relationships, increased academic demands, and a move 
towards greater independence. It is also argued that the replacement of student grants 
with loans and tuition fees has resulted in increased pressure on students (RCP, 
2006). For example, a study of 351 students in the UK identified that financial 
pressures significantly influenced levels of depression, while relationship difficulties 
were independently associated with anxiety (Andrews & Wilding, 2004). Andrews 
and Wilding (2004) noted that, while a proportion of students with pre-existing 
mental health difficulties recovered while at university, 29% who previously had no 
symptoms of mental health problems became depressed or anxious during their 
studies. Depression mid-way through studying predicted poorer exam performance, 
while other studies have also linked anxiety with poorer achievement (e.g. Daniels et 
al., 2009). It has been highlighted that poorer performance at university can 
subsequently result in negative life outcomes and diminished earning capacity (RCP, 
2011) and distress in early adulthood has been associated with continued distress 
later in life (Miech, Power & Eaton, 2007). This suggests that it may be particularly
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valuable to target interventions at groups like students who are at greater risk of 
developing common mental health problems.
1.3. Access to evidence-based interventions for common mental health problems
In 2004, NICE began a systematic review of the evidence for the efficacy of 
therapeutic interventions for common mental health problems. This resulted in the 
publication of a series of clinical guidelines which predominantly recommended 
CBT (with or without medication). But the existence of effective treatments does not 
guarantee their availability or implementation in practice (Grol, Wensing & Eccles, 
2005). Indeed, McManus et al. (2009) found that only a small minority of people 
with mental health problems receive treatment. Among those with common mental 
health problems, less than a quarter (24%) were receiving treatment, and the majority 
of these were being administered medication: only 5% were receiving counselling or 
therapy. Yet research suggests that most people would opt for psychological 
interventions over pharmacological interventions if given the choice (van Schaik et 
al., 2004).
While a range of barriers undoubtedly prevents people from seeking help in the first 
place, it is also acknowledged that those who do request help often encounter 
problems accessing services (Lovell & Richards, 2000). This has been attributed in 
part to demand on services outweighing the supply of suitably trained therapists, and 
in response the government has introduced initiatives, such as the Improving Access 
to Psychological Therapies (lAPT) programme in the UK, to increase the availability 
of evidence-based psychological treatments across the NHS (Department of Health, 
2011). However, it has been pointed out that access may be hindered by other factors
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too, such as the use of traditional models of service provision, which require people 
to attend appointments during working hours (Lovell & Richards, 2000).
It has been argued that students may find it particularly difficult to access traditional 
forms of therapy, because of the need to fit appointments around classes, lectures and 
exams, and because they are often based in different locations in and out of term time 
(RCP, 2011). Yet demand for psychological help is high among this group, with over 
80% of respondents to a survey of UK higher education institutions reporting that 
demand for mental health provision had increased over the previous five years 
(Grant, 2011). This has resulted in pressure on student health and counselling 
services and it is argued that, in the context of a reduction in government spending 
on higher education, such services have been unable to offset shortfalls in NHS 
provision (Cowley, 2007). Thus, the RCP (2011) report into student mental health 
concludes that:
It is unrealistic now (and probably for the foreseeable future) to expect health 
or counselling services to be able to offer direct face-to-face therapy for all those 
who may wish to avail themselves of it. There is therefore a need to prioritise 
demands against the resources available to meet these. This prioritisation should be 
based on factors such as severity of distress, disability, impact on academic progress 
and the likelihood of benefit in response to whatever treatment is on offer. A further 
option is to increase the availability of, and access to, self-help programmes (p.20).
1.4. Self-help interventions
Interest in self-help interventions has been developing across health services more 
broadly too, fuelled by intense pressures on NHS resources and a belief that they
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may offer a means to bridge the gap between demand and supply for psychological 
therapies (Lovell & Richards, 2000; Mitchell, 2009). For example, Lovell and 
Richards (2000) propose that brief, accessible and less therapist-intensive treatments, 
like evidence-based self-help, should be offered to people with common mental 
health problems to free up resources for those with more complex needs.
NICE (2004) describes self-help as “A self-administered intervention...which makes 
use of a range of books or a self-help manual that is based on an evidence-based 
intervention and is designed specifically for the purpose” (p. 358). However, in fact 
self-help treatments can be offered not only in book form (known as bibliotherapy), 
but also in audio, video or web-based formats. In some cases, people work through 
the materials alone, while in others they receive support fi*om a professional, such as 
a psychologist or psychiatric nurse. This guidance can differ in format (e.g. via the 
telephone, email or face-to-face) as well as in frequency, content and intensity. 
Newman, Szkodny, Liera and Przeworski (2011) define four types of self-help 
intervention: i) self-administered therapy (where no support is provided); ii) 
predominantly self-help therapy (where support can include providing an initial 
rationale, teaching clients how to use the self-help materials and ‘check-ins’ totalling 
no more than 90 minutes during the intervention); iii) minimal contact therapy 
(where there is active involvement of the therapist but to a lesser degree than a 
standard approach); and iv) predominantly therapist-administered treatment (where 
self-help is used only to augment standard therapy).
As well as being relatively cheap to administer, Mitchell (2009) suggests that the 
provision of self-help interventions may help ensure there is a sufficient range of 
interventions on offer to meet the diverse needs and interests of the population.
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Others have also noted that self-help interventions can help address a number of 
other barriers to accessing services. For example, Andrews (2010) highlights that 
they allow people to access treatment at a convenient time and to work at their own 
pace. Cuijpers (1997) also argues that self-help interventions are non-invasive and 
therefore may help alleviate fears about stigma, while others have pointed out that 
people on waiting lists, or those who might otherwise be ineligible for traditional 
therapy, may be engaged through self-help (Miller, 1969). It could be speculated that 
self-help interventions might be particularly suitable for students as they are a highly 
literate group who are accustomed to the requirements of self-directed learning.
More broadly, it has been suggested that self-help can be empowering by increasing 
people’s feeling of control over their condition (Scogin, 2003), while for some 
people self-help is a preferred option (Jorm et al., 1997). But, while self-help 
therefore appears to have merit, the question is, is it effective?
1.4.1. Evidence fo r  self-help psychological therapy
The considerable heterogeneity in the definition of self-help (e.g. in terms of format, 
content, additional support provided and delivery method) makes evaluating it 
complex. However, NICE (2011) recommends self-help CBT for sub-threshold and 
mild to moderate depression and anxiety and consequently self-help is becoming a 
more significant component of low-intensity interventions. To date, most self-help 
interventions have been based on CBT (Cuijpers & Schuurmans, 2007) but the 
evidence for the efficacy of self-help CBT has not been unequivocally positive.
For example, a randomised controlled trial (RCT) comparing a self-help CBT book
for anxiety and depression with a waitlist control in a sample of 114 people
presenting to primary care in the UK with depression and/or anxiety found that it did
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not provide any significant benefit (Mead et al., 2005): there was only a small non­
significant between-group post-treatment effect size of Cohen’s (7=0.18 on the 
HADS and (7=0.19 on the Beck Depression Inventory (BDI; Beck, Ward, 
Mendelsohn, Mock & Erbaugh, 1961). Similarly, an RCT comparing another self- 
help CBT book with treatment-as-usual (TAU) in a sample of 139 people in the 
North East of England consulting their GP with mild to moderate depression and/or 
anxiety found no significant difference between groups over time (effect sizes in the 
intention-to-treat analysis were small and, in some cases, in the opposite direction to 
that hypothesised) (Richards et al., 2003). On the other hand, an RCT comparing a 
web-based CBT programme with TAU in a sample of 167 general practice patients 
with anxiety and/or depression in London and South East England found that the 
intervention led to significant improvements in depression and anxiety both at post­
treatment and at a six-month follow-up (Proudfoot et al., 2003), with a between- 
group post-treatment effect size of (7=0.55 for depression on the BDI and (7=0.45 for 
anxiety on the Beck Anxiety Inventory (BAI; Beck, Epstein, Brown & Steer, 1988).
These differences occurred even though the trials by Mead et al. (2005) and 
Proudfoot et al. (2003) both scored at least three on the Jadad scale of RCT quality 
(Jadad et al., 1996) suggesting they were ‘high quality’, as they had clearly outlined 
and appropriate randomisation procedures (although only single-blinding was 
possible) and they both provided comprehensive accounts of drop-outs\ 
Additionally, as all three RCTs offered intervention participants some professional 
support, a lack of support with the intervention was unlikely to be responsible for the 
contrasting findings. One possibility is that the computerised materials used by
 ^ Richards et al.’s (2003) trial fell one point short of ‘high quality’ because the service involved 
made occasional mistakes with the randomisation procedure.
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Proudfoot et al. were more effective than the bibliotherapy materials used in the 
other two studies. However, there is currently little evidence to suggest that the 
format of self-help materials is influential (Hirai & Clum, 2006) and another RCT of 
web-based CBT among 103 people with depression also found no significant benefit 
of the intervention over TAU (effect sizes were trivial), even when the analysis was 
confined to participants adhering to treatment (de Graaf et al., 2009). An alternative 
possibility is that the contrasting findings could reflect variations in the symptom 
severity of participants in the studies. For example, another RCT of internet-based 
CBT (among 299 people with depression), found that the intervention benefited 
participants with mild symptoms but not those with more severe symptoms (Clarke 
et al., 2002). However, in the studies described above, baseline measures appeared 
similar: for example, the mean pre-treatment BDI score was 25.71 for the 
intervention group in Mead et al.’s study and 25.38 in Proudfoot et al.’s study. 
Moreover, Proudfoot et al. found that the effectiveness of their intervention was 
independent of baseline scores on the BDI.
Despite these inconsistencies between individual studies, recent meta-analyses have 
overall supported the effectiveness of self-help interventions. Cuijpers, Donker, van 
Straten and Andersson (2010) carried out a meta-analysis of 21 RCTs of anxiety and 
depression (including clinical populations, as well as non-clinical and student 
samples) comparing CBT self-help (with limited therapist support) to face-to-face 
CBT and found that the two approaches were equally effective (the overall between- 
group effect size at post-assessment was (7=-0.02, in favour of guided self-help). A 
review by Menchola, Arkowitz and Burke (2007) focused on RCTs with clinical 
populations where participants did not receive more than 15 minutes of support per
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week in addition to the self-help and where this support focused solely on monitoring 
and clarifying procedures. They found a large mean effect size for self-help 
treatments of J=1.00 compared to no treatment, with depression at J=1.28 and 
anxiety at d=^.61. However, in contrast to Cuijpers et al.’s meta-analysis, the self- 
help interventions in this review were significantly less effective than traditional 
therapy (ûN-0.3 1 in favour of face-to-face therapy).
This difference could reflect the fact that Cuijpers et al. (2010) included studies 
where participants received a greater amount of professional support than Menchola 
et al. (2007) (up to 20 minutes per week rather than 15 minutes). However, while 
studies into possible moderating variables do suggest that self-help interventions 
with some professional support are more effective than unguided interventions 
(Gellatly et al., 2007; Hirai & Glum, 2006; Menchola et al., 2007; Spek et al., 2007) 
minimal, non-therapeutic contact appears to be sufficient and the duration or method 
of therapist contact does not appear to be influential (Hirai & Glum, 2006). Another 
possibility is that the difference between the meta-analyses was a result of variations 
in the methodological quality and sampling of the studies included. For example, 
Cuijpers et al.’s meta-analysis included non-clinical and student samples, who may 
have been more motivated or able to benefit from self-help interventions than the 
clinical populations in Menchola et al.’s review. Indeed, a recent systematic review 
of GET self-help for anxiety and depression came to more modest conclusions after 
taking such factors into account: Goull and Morris (2011) reviewed 13 RGTs and 
concluded that GET self-help is effective for anxiety and depression immediately 
post-treatment with samples recruited through media advertisements (effect size 
(7=1.02). Eut, among clinically representative samples, or in studies that assessed
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longer-term outcomes, its effectiveness was more limited (effect size of <7=0.31 for 
clinically representative samples and <7=0.19 for longer-term follow-up).
Although, broadly speaking, these findings suggest that CBT self-help has merit, the 
various limitations outlined have led some researchers to pessimistic conclusions.
For example, Lewis et al. (2003) express doubt as to whether current evidence is “of 
sufficient rigor to recommend the use of self-help materials” (p.99). Additionally, 
concerns have been raised about rates of attrition from, and non-adherence to, self- 
help interventions (Kaltenthaler et al., 2008). For example, in Proudfoot et al.’s 
(2003) study, despite its positive findings, there was an attrition rate of 35% from the 
treatment group at post-assessment (adherence data were not reported). Similarly, in 
Richards et al.’s (2003) study, 55% of the intervention group dropped out within one 
month. In terms of adherence, in de Graaf et al.’s (2009) study, 38% of participants 
failed to complete the first intervention module, and only 14% completed all 
modules. In Mead et al.’s (2005) study, of the three quarters of participants who 
provided adherence data, 88% reported reading “at least half the manual”, but only 
52% conducted the self-help exercises “at least weekly”. Other studies have had 
similar difficulties. For example, a study of web-based CBT with a student sample in 
a higher education counselling service found that, although depression scores fell 
significantly on completion of the intervention, there was a rate of attrition of 37% 
(Mitchell, 2009). Cuijpers et al. (2010) also found that drop-out was somewhat 
higher in the CBT self-help conditions than in the face-to-face CBT conditions in 
their meta-analysis, although this was not significant (actual drop-out rates for each 
group were not reported).
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Taken as a whole, these findings suggest that CBT self-help may not be effective for 
everyone and moreover that a significant proportion of people may struggle to fully 
engage with it. This seems to beg the question of whether alternative forms of self- 
help might be more effective and/or acceptable to participants than CBT. Indeed, 
even with face-to-face therapy, around a quarter of people have been found to drop 
out of CBT (e.g. Scott, Tacchi, Jones & Scott, 1997; Westbrook & Kirk, 2005) and it 
could be speculated that the requirement of CBT that people challenge their thinking 
and confront previously avoided or feared situations may be experienced as too 
difficult or aversive for some, particularly those directing themselves through therapy 
with limited support (i.e. those using self-help).
During the last 10-15 years a new type of treatment, or extension from traditional 
CBT, has emerged known as mindfulness. Described as a ‘third wave’ behavioural 
therapy, mindfulness focuses on encouraging people to increase their capacity to 
tolerate and accept symptoms that it may be difficult or impossible to change. In this 
way, it arguably offers something different from traditional therapies like CBT. It 
could be speculated that the focus of mindfulness on acceptance and on learning to 
tolerate distress, rather than on challenging one’s beliefs and forcing oneself to 
confront anxiety-provoking situations might be more acceptable to people directing 
themselves through therapy and consequently may result in less drop-out. In other 
words, this raises the question: might mindfulness be effective when delivered as a 
self-help intervention, and might it help address some of the problems associated 
with CBT self-help?
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1.5. Mindfulness-based therapy (MET)
Mindfulness has been defined as “the awareness that emerges through paying 
attention on purpose, in the present moment, and non-judgementally to the unfolding 
of experience moment by moment” (Kabat-Zinn, 2003; p. 145). MET trains people to 
attend to their sensations, thoughts and emotions as they occur, without judging them 
(Kabat-Zinn, 1994). Bishop et al. (2004) propose that mindfulness has two 
components; the first is self-regulation of attention, which involves learning to 
control, sustain and switch one’s attention at will and to inhibit over-elaborative 
processing. The second involves orientating oneself to the present with openness, 
curiosity and acceptance. This encourages people to recognise the transient nature of 
experience and to view their thoughts as transitory mental phenomena, rather than 
self-evident truths or inherent aspects of the self.
Learning to focus on the present moment is said to reduce the tendency, commonly 
associated with depression and anxiety, to orientate excessively towards the past or 
future (Kabat-Zinn, 2003). Increasing the ability to regulate attention is believed to 
prevent depressive rumination (Bishop et al., 2004), and promoting the awareness 
and acceptance of distressing feelings is thought to decrease the tendency to engage 
in counterproductive avoidance or suppression strategies, typically associated with 
the maintenance of anxiety and emotional disorders (Hayes, 2004). In this way, 
mindfulness is believed to help people distance themselves from the self- 
perpetuating negative thoughts which characterise depressogenic thinking (Segal, 
Williams & Teasdale, 2002). Likewise, by emphasising that thoughts are not facts, 
but rather are transitory events, it is argued that MET can reduce the tendency, 
common in anxiety disorders, to overestimate the importance of one’s thoughts
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(Hale, Strauss & Lever Taylor, 2012). In contrast to conventional CBT, which 
encourages people to challenge the accuracy of their beliefs, MBT encourages people 
to recognise the occurrence of dysfunctional thoughts without emotionally 
responding to them. It does not attempt to alter the content of thinking, but rather 
seeks to change people’s relationship to their thoughts, feelings and sensations, 
portraying them as fleeting experiences, which they can choose to engage with or 
not.
The two most widely evaluated forms of MBT are Mindfulness Based Stress 
Reduction (MBSR: Kabat-Zinn, 1990) and Mindfulness Based Cognitive Therapy 
(MBCT: Segal et al., 2002). These have much in common, but MBCT combines the 
core exercises from MBSR with aspects of cognitive therapy. Both approaches 
typically consist of an eight-week group programme with weekly sessions lasting for 
2-2.5 hours, and an additional one-off all-day event. As regular practice is seen as an 
essential feature of mindfulness, participants also carry out homework assignments 
including meditation practice, mindful yoga, and applying mindfulness to everyday 
life.
MBCT was originally designed as a relapse prevention treatment for recurrent 
depression and is recommended for this by NICE (e.g. NICE, 2009). Research has 
shown that people who are currently well but who have been clinically depressed 
three or more times find that MBCT significantly reduces the risk of relapse over a 
12-month period in comparison to TAU (Ma & Teasdale 2004; Teasdale et al. 2000). 
As well as preventing depressive relapse, recent studies have found that MBCT and 
MBSR are effective for treating current or residual depression, as well as anxiety and 
stress (Bamhofer et al., 2009; Chiesa & Serretti, 2010; Evans et al., 2008; Kenny &
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Williams, 2007; Kingston, Dooley, Bates, Lawlor & Malone, 2007; Kocovski, 
Fleming, & Rector, 2009; Lovas & Barsky, 2010; Vollestad, Nielsen & Nielsen,
2011). It is also argued that mindfulness-based interventions are beneficial for 
individuals who are not necessarily experiencing severe levels of psychological 
distress but who wish to gain a greater sense of well-being and life satisfaction. For 
example, Harnett et al. (2010) found that, as well as reducing negative affect, 
mindfulness increased positive affect and life satisfaction in a sample of individuals 
in the community. Promoting positive mental health is important because sound 
mental health can protect against the onset of health problems and clinical disorders 
(Pressman & Cohen, 2005; Wood & Joseph, 2010).
Fjorback, Arendt, Dmbol, Fink and Walach (2011) systematically reviewed 21 RCTs 
of MBSR and MBCT and concluded that they are effective for reducing 
psychological distress, with medium post-treatment between-group effect sizes. 
However, a difficulty with this review is that nine of the RCTs reviewed were Tow 
quality’ according to the Jadad scale (i.e. scored <3), casting doubt on the robustness 
of their findings. In another review of ten RCTs of face-to-face MBT, Strauss, 
Cavanagh, Oliver and Pettman (2013) found that mindfulness-based interventions 
had no significant effect on anxiety, but were effective for depression with a medium 
between-group post-treatment effect size (ri=0.52). However, in both these reviews, 
the majority of studies did not use an active control group, which could have 
artificially increased the apparent effectiveness of mindfulness: indeed there are 
indications fi*om Fjorback et al.’s review that mindfulness did not result in such 
strong effects when compared with other potentially stress-reducing interventions. 
Furthermore, a closer analysis of Fjorback et al.’s review revealed that intensity of
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home practice was not always correlated with symptom reduction and nor was 
increased mindfulness. This raises the possibility that MBT may work partly through 
non-specific therapy effects (e.g. by providing a supportive network or encouraging 
the sharing of experience), but research into MBT has given little attention to 
mechanisms of change.
Nevertheless, a recent meta-analysis of 39 studies (Hofmann, Sawyer, Witt & Oh, 
2010) also found that MBT is effective for anxiety, stress and depression. While this 
review included uncontrolled pre-post studies as well as RCTs, it had the advantage 
that it also included an analysis of effect sizes for five studies comparing MBT with 
an active control group: when compared with creative arts, education, relaxation 
training, or cognitive-behavioural group therapy, MBT was associated with mean 
pre-post between-group effect sizes (based on Hedge’s g) ofg=0.50 and 0.81 for 
depression and anxiety respectively. But because the studies including active 
comparison groups were few in number, attracted Tow quality’ Jadad ratings, and 
did not always use evidence-based control interventions, the review’s findings must 
be interpreted cautiously and do not conclusively establish whether MBT is as 
effective as the best evidenced interventions. Nevertheless, they do provide 
preliminary evidence that the treatment effects associated with MBT are not simply a 
result of non-specific factors. Additionally, Kuyken et al. (2010) carried out the first 
robust analysis of mechanisms of change in MBT and found that positive outcomes 
following MBT appeared to be mediated by increased mindfulness and self­
compassion (the ability to treat oneself in a non-judgemental, accepting way in 
difficult times), suggesting that the intervention works by increasing skills in these 
areas. But, while this is encouraging, establishing that a variable mediates change
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does not necessarily mean it is a mechanism of change (Kazdin, 2007). For example, 
a mediator could simply be a proxy for another variable or an indistinct global 
construct.
Of particular relevance, MBT appears to be relatively well received, with low rates 
of attrition. For example, in Ma and Teasdale’s (2004) RCT of MBCT’s 
effectiveness at preventing relapse in those with recurrent depression, only 3 of the 
72 participants who started a mindfulness group (4%) dropped-out, while 2 of the 16 
participants (13%) who started a group in Bamhofer et al.’s (2009) RCT of MBCT 
for chronic depression did not complete therapy. Fjorback et al. (2011) found in their 
review that most intervention participants (75-97%) completed treatment (defined as 
attending at least four or five sessions). Similarly, Vollestad et al. (2011) reported a 
mean level of attrition of 15% in their review of MBSR for anxiety, while Chiesa & 
Serreti (2011) stated that studies in their review of MBCT for depression “reported 
high adherence, low attrition rates” (p.451). In a study by Manicavasgar, Parker and 
Perich (2011) evaluating MBCT and CBT for current depression, 14 participants 
(23%) dropped out of the study in total, with a trend towards more drop-outs from 
the CBT condition than the MBCT condition (10 versus 4). Although research is still 
in its infancy in this regard, these findings suggest that MBT may appeal to some 
people who do not engage with other approaches such as CBT.
Additionally, while mindfulness-based interventions typically involve high levels of 
therapist input, there is emerging evidence that briefer forms of MBT may be equally 
effective (Carmody & Baer, 2009), with some evidence to suggest that even very 
brief engagement in mindfulness exercises (three twenty-minute training practices) 
may improve psychological and physical wellbeing, at least in the short-term (e.g.
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Zeidan, Johnson, Diamond, David & Goolkasian, 2010; Zeidan, Johnson, Gordon & 
Goolkasian, 2010). This suggests that there may be value in exploring whether 
mindfulness interventions can be extended to include low-intensity or self-help 
approaches, to increase the efficiency and ease of engaging those who might benefit 
from mindfulness (Cougle, 2012).
1.6. Effectiveness of mindfulness-based self-help therapy
Research into MBT self-help is in its infancy: there are few high quality RCTs in the 
area and resultant limitations evaluating the effectiveness of interventions. For 
example, Krusche, Cyhlarova, King and Williams (2012) carried out a single-group 
pilot and demonstrated that a fee-paying sample of 100 people completing a web- 
based mindfulness course showed significant reductions in stress. But, as the study 
did not include a control group, it is impossible to attribute the changes identified to 
the intervention rather than to other factors. Additionally, as the sample consisted of 
people who paid for and successfully completed the intervention it is likely to be 
unrepresentative, as participants may have been particularly motivated to benefit. 
Similar difficulties were apparent in an uncontrolled pre-post study of an audio-based 
mindfulness intervention among 23 cancer patients which reported significant 
improvements on the HADS (Altschuler, Rosenbaum, Gordon, Canales & Avins,
2012). Here too, the lack of a control group means the positive outcome cannot be 
confidently attributed to the mindfulness intervention, while the small, specific 
sample limits the ability to generalise the findings more widely. In addition, outcome 
in this study was only measured directly after the intervention, making it unclear 
whether there was any lasting benefit.
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While these studies therefore had key limitations, a recent meta-analysis by 
Cavanagh et al. (2013) explored the effectiveness of self-help MBT more 
comprehensively by focusing on the small body of published RCTs that do exist in 
the area. RCTs were included if they employed self-help interventions that used 
mindfulness with adult populations; involved no or minimal therapist support (in line 
with Newman et al.’s (2011) criteria for either self-administered, predominantly 
self-help, or minimal-contact therapy); and included outcome measures of 
depression/negative affect or anxiety. Lab-based studies testing the effects of ‘one- 
off or brief mindfulness meditation practices without self-practice were excluded.
The authors identified eleven relevant studies including bibliotherapy, internet-based 
and audio-based interventions. Six studies compared the intervention with a no­
intervention control, and the remaining five used an active control group (a 
monitored online discussion forum, psycho-education, applied relaxation, weekly 
telephone support, or an active psychotherapy condition). Overall, there were 
significant combined post-treatment between-group effect sizes of <7=0.33 for 
depression and <7=0.32 for anxiety.
But while this meta-analysis is promising, the studies reviewed had considerable 
limitations. For example, four studies focused on populations where the primary 
difficulty was a physical illness (e.g. cancer) rather than a mental health difficulty 
and, in these cases, results are arguably not generalisable beyond these groups. 
Secondly, only three of the studies included a measure of mindfulness, making it 
difficult to ascertain whether changes in outcome were related to mindfulness, or to 
some other aspect of the interventions. Thirdly, the interventions varied widely in 
terms of content and delivery method but, as assessment of treatment fidelity for
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MBT is still in need of development (Patel, Carmody & Simpson, 2007) it is difficult 
to determine the extent to which the interventions adhered to the core elements of 
mindfulness. Indeed, because of the paucity of mindfulness-based self-help 
evaluations, the review also included studies where MBT was just one aspect of a 
multi-component intervention. As a result, only three studies were based specifically 
on MBT, while six were based on a related approach called Acceptance and 
Commitment Therapy (ACT), one on CBT with a mindfulness module, and one on 
integrative therapy. In these cases, it is difficult to determine the specific contribution 
of MBT to the treatment outcome.
For example, in one of the most robust studies reviewed (with a ‘high quality’ Jadad 
rating), Fledderus, Bohlmeijer, Pieterse and Schreurs (2011) evaluated self-help ACT 
bibliotherapy among a community sample of 376 people with mild to moderate 
depressive symptoms. Participants were randomly allocated to either read a book 
over nine weeks (with weekly emails providing either minimal or more extensive 
support), or to act as controls. Levels of depression and anxiety reduced significantly 
in the intervention groups compared with the control group (post-intervention 
between-group effect size of <7=0.74-0.80) and positive mental health increased 
(<7=0.51-0.79), with no significant differences in outcome between the minimal and 
extensive email support conditions. But while this is undoubtedly encouraging, 
particularly given that 80% of participants fully adhered to the intervention, the fact 
that mindfulness was only one component of the intervention makes it difficult to 
determine whether MBT was effective per se  ^or whether other elements of the 
intervention were more important.
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There were also key limitations regarding the three studies which did specifically use 
MBT. For example, Wamecke, Quinn, Ogden, Towle and Nelson (2011) carried out 
a ‘high quality’ RCT in which they assigned a sample of 66 medical students to 
either listen to a mindfulness CD over an eight-week period, or to form a waitlist 
control. But although this revealed a significant reduction in perceived stress on the 
Perceived Stress Scale (Cohen, Kamarck & Mermelstein, 1983) in the treatment 
group relative to a control group, only anxiety reduced significantly on the 
Depression Anxiety and Stress Scales (DASS, Lovibond & Lovibond, 1995). As 
outlined, research has demonstrated the benefit of receiving some support alongside 
self-help, yet this study appears not to have incorporated any contact with 
participants during the intervention. Arguably connected with this, participants 
practiced only half as much as requested and this may have limited any effect of 
MBT. Additionally, participants in this study began within the ‘normal’ range of 
symptom severity on the DASS, which may have restricted the scope for significant 
change.
Niles, Vujanovic, Silberbogen, Seligowski and Potter (2012) conducted a small-scale 
RCT (albeit with a ‘low quality’ Jadad rating) comparing a tele-health adapted 
version of MBSR with a psychoeducation tele-health condition among 24 veterans 
experiencing combat-related PTSD. But although this intervention reported a 
reduction in PTSD symptoms, two initial face-to-face sessions were offered, 
meaning that the impact of the self-help element of the intervention was not clear- 
cut. Additionally, as the sample was very specific it is difficult to generalise the 
findings.
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In the final study of a pure mindfulness-based intervention, Glück and Maercker 
(2011) carried out a ‘high quality’ RCT among a community sample of 49 Swiss 
individuals to evaluate a brief 13-day web-based mindfiilness intervention. The 
intervention resulted in significant reductions in stress and negative affect compared 
with a waitlist control for those who completed at least half of the intervention, with 
treatment effects of <7=0.73 and <7=0.77 respectively. Only one person (4%) dropped 
out of the intervention group in the first week, while five others (18%) did not 
continue into the second week. Thus, the authors note that, while attrition rates can 
be problematic in self-help interventions, this was not the case in their study between 
pre- and post-test. Even so, a closer look at the data shows that the results were not 
significant when a more conservative intention-to-treat analysis was conducted, 
rather than simply a per-protocol analysis with those adhering to the intervention. 
However, there were nevertheless medium interaction effects in the intention-to-treat 
analysis, raising the possibility that the study was under-powered, while the authors 
also noted that between-group differences on the outcome measures at baseline may 
have increased overall variance and resulted in non-significant interaction effects. 
Additionally, it seems possible that the very short-term nature of this intervention 
could have limited its effect.
Overall, Cavanagh et al.’s (2013) meta-analysis provides preliminary evidence that 
self-help mindfulness may be effective. While the majority of studies did not provide 
adherence data, Fledderus et al.’s (2011) study suggests that such approaches may 
also be associated with good completion rates, while the three studies focusing 
specifically on mindfulness-based interventions had a combined attrition rate of just 
18%. This suggests that it could be valuable to carry out further evaluation of the
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effectiveness of MBT self-help, while addressing some of the limitations of previous 
studies.
Indeed, given the increasing availability of MBT self-help on the market, it seems 
especially vital to establish whether this approach is effective. For, as MBT is usually 
taught in a group, it is possible that it may lose some of its benefit without the 
availability of a responsive teacher, the social support offered by the group set-up, or 
the opportunities it provides for interaction and sharing experiences.
1.7. Synopsis of rationale for the study
In summary, early indications are that self-help MBT may be effective at improving 
mental health and may be associated with low levels of attrition. However, studies 
published to date have had significant limitations and a more robustly designed study 
is needed. Students are arguably a particularly suitable population for exploring the 
effectiveness of self-help MBT, given their high rates of psychological distress, their 
difficulty accessing services, and their assumed high literacy levels. Therefore this 
study examined the effectiveness of MBT self-help in a student sample, making the 
following improvements to previous studies: i) it was based on a specific 
mindfulness bibliotherapy intervention, which adhered to the core elements of 
MBCT; ii) it included weekly email contact with participants during the intervention, 
but no face-to-face training; iii) it used an RCT design; iv) it included measures of 
mindfulness and self-compassion; v) it included a follow-up period; and vi) it was 
designed to adhere as closely as possible to the Jadad criteria.
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1.8. Research questions
The primary research question was:
• Is an eight-week self-help mindfulness-based intervention effective at reducing 
psychological distress and improving well-being in students experiencing stress, 
low mood or anxiety?
The secondary research questions were:
• Is an eight-week self-help mindfulness-based intervention effective at increasing 
mindfulness and self-compassion in students experiencing stress, low mood or 
anxiety? If so, do mindfulness and self-compassion mediate the impact of the 
intervention on outcome?
• Do participants drop out of, or adhere to, the intervention? Is adherence to the 
intervention associated with changes in outcome?
The specific hypotheses tested were:
• Hypothesis 1 : Intervention participants will show improvements on measures of 
depression, anxiety, stress, positive and negative affect, and life satisfaction in 
comparison to control participants at post-intervention.
• Hypothesis 2: Intervention participants will show improvements on measures of 
mindfulness and self-compassion in comparison to control participants at post­
intervention.
163
URN:6154073
• Hypothesis 3: Improvements in mindfulness and self-compassion will mediate 
improvements in depression, anxiety, stress, positive and negative affect, and life 
satisfaction.
• Hypothesis 4: Improvements in the intervention group will be maintained at 
follow-up.
• Hypothesis 5: The proportion of the intervention completed and/or frequency and 
intensity of practice will be associated with greater improvements in depression, 
anxiety, stress, positive and negative affect, life satisfaction, mindfulness and self­
compassion.
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2. Methods
2.1. Design
This study was an RCT with two conditions: self-help mindfulness bibliotherapy and 
waitlist control. There were two independent variables - one between-group variable 
with two levels (group: intervention versus control), and one within-group variable 
with two levels (time: pre-intervention and post-intervention). Follow-up data were 
also collected ten weeks after post-intervention data. However, by the follow-up 
stage control participants had also completed the intervention (see section 2.5.4) so 
these data were used for within-group comparisons only.
2.2. Sample size
Sample size calculations were complicated by the lack of directly comparable 
research in the area (e.g. there are no other published studies of mindfulness 
bibliotherapy). The most comparable previous study was arguably that by Fledderus 
et al. (2011), as this was a single-blinded RCT; it compared a nine-week 
bibliotherapy intervention (based on ACT, but including daily mindfulness exercises 
taken from MBSR) with a waitlist control; it included weekly email contact with 
intervention participants; and it used a community sample with mild to moderate 
anxiety or depressive symptoms.
Fledderus et al. (2011) found post-treatment between-group effect sizes of (7=0.74-
0.89 for depression and anxiety and <7=0.51-0.79 for positive mental health (mean
effect size <7=0.70). To detect a post-treatment between-group effect size of <7=0.70
in the current study, with statistical power of 80% in a two-tailed test (p<0.05), 34
participants were required in each group. Fledderus et al.’s study had a drop-out of
165
URN:6154073
just 10% between pre- and post-intervention but since, as outlined, attrition from 
self-help can be a particular issue, this study allowed for 15% drop-out. This meant 
that approximately 80 participants were required for the trial to be adequately 
powered (40 per group). G*power (Paul, Erdfelder, Lang & Buchner, 2007) 
suggested that this sample size would also be adequate to detect interaction effects of 
<7=0.40 in a 2x2 mixed-model analysis of variance (ANOVA), with statistical power 
of 80% atp<0.05.
2.3. Participants
Eighty students participated in the study. To be included, participants had to (i) be an 
undergraduate or postgraduate student at the relevant university in the South East of 
England; (ii) be 18 years or older; (iii) self-identify as experiencing stress, anxiety 
and/or low mood^; and (iv) have the means to listen to a CD. As all students at the 
university were required to have a score of at least 6.5 on the International English 
Language Testing System (lELTS), no checks were made of English language 
proficiency. Individuals were excluded if they (i) were receiving psychological 
therapy; (ii) already practiced mindfulness meditation regularly (once per week or 
more); or (iii) had already read the book used in the trial. Table 1, section 3.1 
provides a summary of the demographic characteristics of participants.
2.4. Ethics
The study received a favourable ethical opinion from the Ethics Committee of the 
Faculty of Arts and Human Sciences at the university (see Appendix A for approval 
letter).
 ^This was based on their own perceptions rather than using a cut-off on a measure.
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Participants were emailed a written information sheet prior to taking part (Appendix 
B), which provided details of the study, set out the eligibility criteria, included brief 
details about mindfulness (adapted from the intervention book’s associated website), 
and informed them that they were free to choose not to participate or to withdraw at 
any time without adverse consequences. Participants provided informed consent to 
take part in the study (Appendix C). All participants were provided with the contact 
details of the university’s student support service in case they wanted to access face- 
to-face support. They were encouraged to approach this service or their GP instead of 
taking part if they felt they were in need of professional help. Participants were also 
given the contact details of the study supervisor to whom they could address any 
concerns they had about the way they were treated during the study. On completion 
of their participation, participants were debriefed (Appendix D).
Data were kept strictly confidential. Participants’ contact details (i.e. email 
addresses) were stored in a password-protected file, which was held separately from 
their responses to the assessment measures. They were allocated a unique, non­
identifying code to use when completing the measures in the study and this was how 
they were identified in the study database. While the measures used did not include 
risk items, participants were informed of the limits of confidentiality and made aware 
that, should any significant risk issues come to light, these would need to be shared 
by the research team with the appropriate authority.
2.5. Procedure
A consort diagram of participants’ progress through the trial is provided in Figure 1.
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2.5.1. Recruitment
Participants were recruited between March and November 2012 through posters 
displayed on the university’s main campus (Appendix E), presentations at 
undergraduate lectures and, for post-graduates, by means of a standard recruitment 
email (see Appendix F). Those expressing an interest in participating were emailed 
the information sheet and asked to confirm their willingness to take part.
Those who responded were allocated a unique ID code and sent a link to the online 
consent form. Directly after providing consent and confirming their eligibility, 
participants completed the pre-assessment measures online. All measures were 
completed prior to randomisation ensuring assessment was not biased by assessors or 
participants knowing the allocated condition.
As Figure 1 shows, in total 131 individuals expressed an interest in taking part during 
the recruitment period. Twenty (15.3%) of these were ineligible, while a further 
thirty-one (23.7%) did not confirm their eligibility or consent to take part. The 
remaining 80 (61.1%) completed the pre-assessment measures and were included in 
the study. At post-assessment, data were available for 76 participants (95% of all 
participants), with 4 having dropped out (2 intervention and 2 control participants).
At follow-up, data were available for 71 participants (88.75% of all participants), 
with 9 having dropped out (4 intervention and 5 control participants). As a further 
incentive, at the end of the study participants were entered into a prize draw to win 
£25 of vouchers.
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2.5.2. Randomisation
To reduce the likelihood that the results could be biased by significant differences in 
symptom severity between the intervention and control group, following the pre­
assessment participants were stratified according to whether they scored in the 
normal/mild range on the stress scale^ of the Depression Anxiety and Stress Scale- 
Short Form (Lovibond & Lovibond, 1995), or in the moderate/severe range. Within 
each stratum, participants were randomly allocated to either the intervention or 
control group, using computer-generated block randomisation with block sizes of 
four. An independent researcher, not involved in the project, carried out the 
randomisation. This researcher was blinded to which group was the intervention arm 
and which was the control arm. However, due to the nature of the intervention, 
double-blinding (i.e. blinding participants) was not possible.
2.5.2. Intervention group
The intervention consisted of the self-help book “Mindfulness: A Practical Guide to 
Finding Peace in a Frantic World” (Williams & Penman, 2011). This was chosen 
because the first author of the book (Mark Williams) is one of the key figures who 
developed and evaluated MBCT. Consequently, the book closely adheres to the core 
elements of MBCT, with eight intervention chapters - each based on the equivalent 
session from the face-to-face MBCT course - designed to be completed one per week 
for eight weeks. Additionally, the book is explicitly designed for people experiencing 
stress, low mood and anxiety in the general population.
 ^ The DASS stress scale was used for stratification because it is arguably the broadest DASS scale, 
and seemed appropriate for a non-clinical sample.
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The first four intervention chapters teach readers to attend to their internal and 
external world, and to use the ‘Three-minute Breathing Space’ meditation to ground 
themselves whenever they feel stressed. The remaining four chapters provide 
practical ways to see thoughts as mental events and to cultivate an attitude of 
acceptance, compassion and empathy. Each chapter also includes two pieces of 
‘homework’: a 20-30 minute meditation fi*om the book’s accompanying CD; and a 
‘Habit Releaser’, which is a challenge designed to help readers break down ingrained 
habits (e.g. changing the chair they normally sit on). Readers are asked to practise 
each meditation six times per week and to carry out one Habit Releaser per week, but 
the authors acknowledge that this level of commitment may not always be possible.
In the two-week period following completion of the pre-intervention measures, 
intervention participants were asked to collect their book fi*om the university’s 
student support service and read the introduction (four short introductory chapters 
precede the intervention). After the two weeks had elapsed, they were sent an email 
asking them to start the intervention in the book.
Each intervention participant was sent a short standard weekly email throughout the 
eight-week intervention period (see Appendix G for an example). This reminded 
them to read the next chapter that week, provided brief details about this forthcoming 
chapter (taken from the book’s introduction), and allowed them to ask for 
clarification if needed. In practice, contact did not exceed five minutes per 
participant per week (i.e. a maximum of 40 minutes in total per participant which 
constitutes minimally guided self-help according to Newman et al.’s (2011) criteria). 
Participants were also asked to monitor how much mindfulness practice they did on 
average each week. Following this eight-week period (i.e. ten weeks after completing
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the pre-intervention measures), intervention participants were sent a link to the post­
intervention measures and asked to complete these online. A further ten weeks after 
sending them the post-intervention measures, they were sent a link to the follow-up 
measures. On completion of the follow-up measures, intervention participants were 
thanked for their participation and debriefed.
2.5.4. Control group
Participants in the control group were informed directly after the pre-assessment that 
they had been randomly allocated to read the book in ten weeks’ time. They were 
thanked for their patience and told they would be contacted in ten weeks and asked to 
complete further online measures and collect their book. Ten weeks after they 
completed the pre-assessment measures, control participants were sent a link to the 
post-assessment measures. Mirroring the intervention group, they were then given 
two weeks from completing the post-assessment to collect their book and read the 
introductory chapters. As with the intervention group, they were contacted again at 
the end of this two-week period and asked to commence the intervention. During the 
next eight weeks, they were sent the same standard weekly emails as the intervention 
group had received and, following this, were asked to complete the follow-up 
measures. Therefore, control participants received exactly the same treatment as 
intervention participants after a delay of ten weeks. Although a more robust design 
would have been achieved if control participants had only received the intervention 
after the follow-up period, it was considered unethical to make them wait 20 weeks 
for their book and this could have increased drop-out or reduced uptake of the study.
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Figure 1. Consort diagram showing progress of participants through the trial
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2.6. Measures
All participants completed the following measures online on three occasions: pre­
intervention (week 0), post-intervention (week 10) and follow-up (week 20). The full 
questionnaire set is shown in Appendix H.
2.6.1. Outcome measures
Depression Anxiety and Stress Scales- Short Form (DASS-21; Lovibond & 
Lovibond, 1995). The DASS-21 is a 21-item measure of depression, anxiety and 
stress. Items are rated on a scale from 0 to 3 using the time-frame ‘over the past 
week’. Ratings on each of the three scales are multiplied by two so scores range from 
0 to 42 for each scale. For the depression scale, scores of <10 indicate “normal”, 
scores of 10-13 “mild”, 14-20 “moderate”, 21-27 “severe” and >27 “extremely 
severe”. For anxiety the ranges are <8, 8-9, 10-14, 15-19 and >19 respectively, and 
for stress <15, 15-18, 19-25, 26-33 and >33. However, these severity labels 
characterise the complete range of scores in the population so, for example, “mild” 
indicates that a person falls above the population mean, but is still below the usual 
severity of those seeking help (i.e. it does not signify a mild “disorder”).
This scale was selected for several reasons. Firstly, it was developed for use with 
non-clinical as well as clinical populations, making it appropriate for a student 
sample. Secondly, its psychometric properties are not significantly altered when it is 
administered online (Zlomke, 2009). Thirdly, it measures the outcomes of interest 
(i.e. depression, anxiety and stress) and, unlike many self-report scales, is in the 
public domain. Finally, the scale has high internal consistency for the depression 
(a=0.88), anxiety (a=0.82), and stress (a=0.90) scales (Henry & Crawford, 2005) and
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good discriminant and convergent validity. For example, the Beck Anxiety Inventory 
(BAI) and DASS anxiety scale are highly correlated (r=0.81), as are the Beck 
Depression Inventory (BDI) and DASS depression scale (r=0.74), while between- 
construct correlations are substantially lower (r=0.54 for depression and BAI; r=0.58 
for anxiety and BDI; Lovibond & Lovibond, 1995). The DASS-21 is a short form of 
the DASS-42 and has been reported to have slightly better psychometric properties 
(Antony, Bieling, Cox, Enns & Swinson, 1998). The DASS-21 was reliable in this 
sample (depression, a=0.92; anxiety, a=0.77; stress, a=0.79).
Satisfaction with Life Scale (SWLS; Diener, Emmons, Larsen & Griffin, 1985).
The SWLS is a five-item measure of global life satisfaction and was administered 
because, as outlined in section 1.5, MBT may also help people derive a greater sense 
of well-being and life satisfaction. Scores range from 5 to 35 with higher scores 
representing greater satisfaction.
This scale was selected because it has been shown to provide a good balance 
between temporal stability and sensitivity to change after a clinical intervention 
(Pavot & Diener, 1993). The scale also has high internal consistency (a=0.87; Pavot 
& Diener, 1993), while convergent validity is good. For example. Pavot, Diener, 
Colvin and Sandvik (1991) found it to be highly correlated with another measure of 
life satisfaction, the Fordyce Global Scale (Fordyce, 1978) (r=0.82). Additionally, 
the scale has good discriminant validity: for example, in a study of caregivers’ 
burden, scores on the SWLS rose as the burden on carers decreased but scores on 
measures of affect remained stable, suggesting these measures were tapping different 
constructs (Vitaliano, Russo, Young, Becker & Maiuro, 1991). Finally, the SWLS 
was selected because its psychometric properties are not significantly altered when
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administered online (Howell, Rodzon, Kurai & Sanchez, 2010). The SWLS was 
reliable in this sample (a=0.85).
Positive and Negative Affect Scales (PANAS; Watson, Clark & Tellegen, 1988).
To explore whether MBT influences positive affect (PA) as well as negative affect 
(NA), the PANAS was administered. It consists of two 10-item scales of PA and NA 
scored on a 5-point scale. Respondents rate the extent to which they have 
experienced a range of emotions within a specified time period. A number of 
different time-frames have been used, but in the current study ‘during the past week’ 
was adopted to match the DASS-21. For this time-fi*ame, internal consistency is high 
for both PA (a=0.89) and NA (a=0.85) (Crawford & Henry, 2004). As with the 
DASS-21, the psychometric properties of the PANAS are not significantly affected 
by online administration (Howell et al., 2010). The PANAS was reliable in this 
sample (PA, a=0.91; NA, a=0.83).
2.6.2. Process measures
Five Facet Mindfulness Questionnaire (FFMQ; Baer, Smith, Hopkins, 
Krietemeyer & Toney, 2006). The FFMQ consists of 39 items, rated on a five-point 
scale, assessing five facets of mindfulness: observing (noticing and attending to 
external and internal experiences), describing (labelling inner experiences with 
words), acting with awareness (allowing internal experiences to come and go 
without getting caught up in them), non-judging (accepting inner experiences), and 
non-reactivity (not reacting to internal experiences).
This scale was selected because it is considered the best available measure of 
mindfulness, after factor analyses of existing mindfulness questionnaires suggested
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that together they contained five facets (Baer et al., 2006). The FFMQ has been 
shown to have adequate internal consistency (a=0.75-0.91) and significant 
associations in the expected directions with a range of constructs linked with 
mindfulness (Baer et al., 2006). Studies have shown increases in FFMQ scores after 
participation in mindfulness interventions (Carmody & Baer, 2008) and scores also 
correlate significantly with extent of meditation experience in long-term 
practitioners, suggesting it provides a useful indicator of mindfulness skills (Lykins 
& Baer, 2009). The FFMQ was reliable in this sample (a=0.78-0.90).
Self-Compassion Scale- Short Form (SCS-SF; Raes, Pommier, Neff & van 
Gucht, 2011). This is a 12-item measure of self-compassion which was included 
because, as outlined in section 1.5, research suggests self-compassion may be a 
mechanism of change in MBT. Aggregated scores range from 12-60, with higher 
scores indicating higher levels of self-compassion. Raes et al. (2011) reported good 
reliability and validity, with confirmatory factor analysis showing the SCS-SF had 
the same factor structure as the long form, with good internal consistency (a=0.86), 
and a near perfect correlation (r=0.98) with the long form. The SCS-SF was reliable 
in this sample (a=0.85).
2.6.3. Demographics
In addition to the outcome and process measures, at pre-intervention all participants 
reported their gender, age, ethnicity, whether they were an undergraduate or 
postgraduate, and whether they were studying full or part time.
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2.6.4. Adherence and evaluation measures
After reading the book (i.e. at week 10 for the intervention group and week 20 for 
controls), participants completed a short series of questions asking (i) which chapters 
of the book they had read; (ii) how many of the guided meditations they had listened 
to on the accompanying CD; (iii) how often they had practiced the mindfulness 
exercises in the book on average per week (not at all; once per week or less; two to 
three times per week; four to five times per week; six or more times per week); and 
(iv) how much time they spent practising each time (less than 10 minutes; 10-20 
minutes; 21-30 minutes; 31 minutes to 1 hour; more than 1 hour). To seek views of 
treatment, participants were also asked how helpful they found the book on a seale of 
1 to 10, and completed the following treatment evaluation measure.
Treatment Evaluation Inventory- Short Form (TEI-SF; Kelley, Heffer,
Gresham & Elliot, 1989). The TEI-SF contains six questions rated on a five-point 
scale (modified to exclude three questions concerning developmental disabilities or 
enforced treatment deemed irrelevant for this sample). The original TEI-SF has a 
reliable factor structure and is internally consistent (a=0.S5). The TEI-SF was 
reliable in this sample (a=0.79).
Finally, at follow-up (week 20), intervention participants only were again asked how 
often they had been practising mindfulness on average per week. If they had not 
finished the book at post-intervention, they were asked if they had read any more 
chapters.
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2.7. Analysis strategy
Statistical analyses were conducted using the Statistical Package for Social Sciences 
(SPSS) version 19.
2.7.1. Baseline comparisons
Participants’ demographic characteristics and pre-assessment scores were compared 
between groups to ensure randomisation had been successful, using two-tailed Chi- 
square and independent /-tests.
As they are parametric tests, independent /-tests assume each group has equal 
variances and that scores in each group are normally distributed. In this study, 
Levene’s test of homogeneity of variances confirmed equality of variances between 
groups for all outcome and process measures. However, Shapiro-Wilk tests (and 
examination of histograms for skewness and kurtosis) revealed significant deviations 
from normality for anxiety and depression, for the describing and non-reactivity 
subscales of the FFMQ, and for participant age. Nevertheless, Sawilowsky and Blair 
(1992) found that the independent /-test is robust to violations of normality when: i) 
variances are equal; ii) sample sizes are equal between groups; iii) sample sizes are 
25 or more per group; and iv) tests are two-tailed. As these four conditions were met, 
/-tests were used rather than relying on alternative less powerful non-parametric 
tests. The exception was participant age, where the Mann-Whitney [/-test was used, 
as variances were not equal and each group deviated significantly from normality.
Cronbach’s alpha (a) were calculated for each outcome and process measure to 
check their internal consistency at baseline (see section 2.6 for details).
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2.7.2. Outcome o f intervention
The main analysis examined differences between the intervention and control groups 
on the pre and post measures, using 2 (group) x 2 (time) mixed-design ANOVA. 
Post-hoc /-tests were used to examine more specifically where changes occurred. 
Intention-to-treat analysis was used, where results are assessed based on the groups 
to which participants were initially allocated, regardless of whether they dropped out 
or fully adhered to the intervention. This has the advantage that it mirrors reality 
(since not everyone complies with treatment) and is more conservative than 
restricting analysis to participants who fully complied with the protocol.
Missing data were imputed using the ‘last observation carried forward’ (LOCF) 
method. While it is often argued that this is conservative because it assumes 
intervention participants who drop out show no improvement, it can in fact 
exaggerate the effect of an intervention in some cases, as it also ignores the 
possibility that control participants may show natural remission. Additionally, at 
follow-up the LOCF method can result in intervention participants appearing to 
maintain change when they may, in reality, have relapsed. Nevertheless, in this case, 
attrition was low (5% between pre- and post-intervention, and 11.25% at follow-up) 
and a comparison of results based on the imputed sample versus the observed data 
revealed no differences in the main outcomes. Therefore only the intention-to-treat 
analysis was reported.
It should be noted that ANOVA assumes homogeneity of variances between groups
and normally distributed residuals. Levene’s test of equality of error variances
confirmed that the assumption of homogeneity of variances was met in all cases,
with the exception of the anxiety scale of the DASS-21. While Lindman (1974) has
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argued that the F-statistic is robust to violations of this assumption, a non-parametric 
Mann-Whitney [/-test was also carried out comparing mean pre-post change in 
anxiety scores between groups to see if this supported the main ANOVA.
In all ANOVA models. Cook’s distance was <1 in all cases for all outcome and 
process measures, suggesting that no outliers were unduly influencing the models. 
However, analysis of error terms suggested that the assumption of normality was 
violated in some cases. However, Lunney (1970) found that ANOVA performs 
accurately in the face of violations of normality, as long as group sizes are equal and 
there are at least 20 degrees of freedom. Similarly, Donaldson (1968) found that the 
power of F  is relatively unaffected by non-normality.
These findings suggest the F-statistic should remain accurate in this study, especially 
given that the sample size was reasonably large and the central limit theorem holds 
that, for most distributions (normal or not), the sampling distribution of the sample 
mean will approach normality as the sample size increases (Hays, 1994). Similarly, 
while the sampling distributions of the differences between scores for the post-hoc 
within-group /-tests were not always normal, the reasonably large sample size should 
mean that these tests remained robust. Additionally, Chaffin and Rhiel (1993) 
investigated the effects of skewness and kurtosis on dependent samples /-tests and 
found no significant impact of kurtosis or moderate skewness in two-tailed tests, 
even when sample sizes were small.
Comparisons for the main analyses were interpreted with a significance of p<.05. For
post-hoc /-tests, to control for inflation of the alpha level. Holm’s (1979) correction
was used. This is a more powerful variant of the Bonferroni correction and involves
ordering tests from that with the smallest />-value to that with the largest and testing
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the first test against a Bonferroni correction involving all tests, then testing the 
second against a Bonferroni correction involving one less test and so on, until a p- 
value is found larger than the critical number.
Effect sizes for the main analysis were calculated with Cohen’s d, using the formula: 
[(intervention group mean at post-assessment -  control group mean at post- 
assessment)/pooled standard deviation], where the pooled standard deviation is the 
square root of the average of the squared standard deviations. Although effect sizes 
could instead have been calculated from the F-statistic for the interaction effects 
from the 2x2 ANOVAs (to take into account pre-post change) the method outlined 
was chosen because the great majority of published studies used this method, and it 
therefore helped ensure the results of this study were comparable to those of previous 
research. For within-group post-hoc /-tests Cohen’s d  was calculated using Dunlap, 
Cortina, Vaslow and Burke’s (1996) formula: {d = Xc [2(1 -  r)/n]^^ ]^, where tc is the /- 
statistic, r is the correlation across pairs of measures, and n is the sample size. By 
including r, this method corrects for correlations between measures and was chosen 
because Dunlap et al. have convincingly shown that, for paired /-tests, the existence 
of correlations reduces the standard error of the difference between sample means, 
over-inflating effect sizes. Following Cohen’s (1988) criteria, an effect size of 0.8 or 
over was considered to be large, 0.5 medium, and 0.2 small.
2.7.3. Reliable change
To support the main analysis, the Reliable Change Index (RCI) was calculated for
each outcome and process measure, based on its pre-assessment standard deviation
and Cronbach’s alpha (Jacobson and Truax, 1991). The RCI identifies the magnitude
of pre-post change necessary to be considered statistically reliable. Although
181
URN:6154073
Jacobson and Truax (1991) employed test-retest reliability to calculate the RCI, here 
Cronbach’s alpha was used because it has been argued that this is more theoretically 
consistent, as it is based on classical reliability theory (Evans, Margison & Barkham, 
1998). The control and intervention groups were compared using two-tailed Chi- 
square tests to identify any significant differences in the proportion of participants 
showing reliable change in each group. Effect sizes were calculated from the Chi- 
square statistic using Cohen’s d. As the sample was non-clinical, it was not deemed 
appropriate to assess clinically significant change.
2.7.4. Mediation analysis
Mediation analysis was conducted to examine whether changes in mindfulness 
and/or self compassion mediated the relationship between group and changes on the 
outcome measures. Given that it was not possible to determine whether scores on the 
process measures changed before those on the outcome measures (as no additional 
measurements were taken between pre- and post-assessment), this analysis was only 
preliminary.
Mediation analysis followed the Causal-Steps method (Baron & Kenny, 1986; 
updated by Kenny, Kashy & Bolger, 1998). This method determines mediation by 
establishing several predictive relationships between the independent variable (IV), 
the dependent variable (DV), and the mediator(s). These relationships are referred to 
as the a, b, c and c’ paths (See Figure 2). Here, the IV was group; the DV was the 
pre-post change in scores on the relevant outcome measure (i.e. DASS-21, SWLS or 
PANAS); and the proposed mediators were the pre-post changes in scores on the 
relevant process measures (i.e. the FFMQ or SCS).
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To establish mediation, the Causal-Steps method requires that: i) there is a significant 
predictive relationship for the total effect of the IV on the DV (path c); ii) the IV 
significantly predicts the mediator (path a); and iii) the mediator significantly 
predicts the DV, controlling for the effect of the IV (path b). Additionally, iv) the IV 
should not predict the DV when controlling for the mediator (path e’).
Group
(IV)
Change in outcome 
scores (DV)
Total effect pathway
Group
(IV)
Change in process 
scores (M)
Change in outcome 
scores (DV)
Figure 2. Pathways in predictive relationship with mediation
A criticism of the Causal-Steps method is that it does not directly explore the indirect 
effect (Preacher & Hayes, 2004). The indirect effect of the mediator is the product of 
path a and b which is equivalent to path c minus c’. The Sobel Test (Sobel, 1982) 
addresses this by testing the hypothesis that there is no difference between the total 
effect (path c) and the direct effect (path c’). However, a limitation of this method is 
that it assumes the indirect effects are normally distributed, which is unlikely except 
in very large samples (Preacher & Hayes, 2004). The non-parametric ‘bootstrapping’ 
method has been suggested as an alternative that overcomes this limitation (Hayes,
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2009). This method makes no assumptions about the indirect effect being normally 
distributed as it uses 95% confidence intervals to estimate the likelihood of the 
indirect effect being zero by repeatedly sampling from the data (typically 5000 
times) and using cut-offs for the highest and lowest 2.5% of scores from the 
distribution. Consequently, the bootstrapping method was used in the current study 
with the Causal-Steps method, using the macro developed by Preacher and Hayes 
(2008; INDIRECT macro).
Mediators were entered singly to investigate individual mediation effects. Although 
multiple mediation analyses can be used to help examine the unique contribution of a 
single mediator once shared variance between mediators has been accounted for, this 
was not carried out. This is because aspects of mindfulness and self-compassion 
appear conceptually similar (e.g. items such as: “When 1 have distressing thoughts or 
images, 1 judge myself as good or bad, depending what the thought/image is about” 
from the FFMQ and: “Fm disapproving and judgmental about my own flaws and 
inadequacies” from the SCS). Preacher and Hayes (2008) point out that collinearity 
among mediators can lead researchers to conclude that a mediator is not significant 
when in fact it is, or that it is significant when it is not, and they consequently 
suggest ensuring that mediators in multiple mediation models represent unique 
constructs with little conceptual overlap. As the current study was only designed to 
provide a preliminary analysis of mediation effects, and the various mindfulness 
facets and self-compassion were believed to all share conceptual overlap, it was felt 
advisable to simply consider single mediation at this stage.
Unstandardised rather than standardised regression coefficients were reported as 
Hayes (2013) contends that these are the preferred metric in causal modelling,
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especially when the independent variable is dichotomous. Effect sizes were not 
calculated for the mediation analyses because Hayes (2009) has argued that there is 
currently no adequate way to report these.
Mediation analysis requires that data conforms to the assumptions of regression for 
all four paths (a, b, c, c’): the residual errors must be normally distributed, variables 
should show a linear relationship, and Cook’s distance should be <1 in all cases. 
However, the assumptions of collinearity and homogeneity of variance do not need 
to be met because collinearity is to be expected and homogeneity of variances is not 
needed as the bootstrapping method does not use standard errors (Preacher & Hayes, 
2008). In this study, all assumptions were met, except in the case of the DASS 
depression scale, where residual errors deviated significantly fi*om normality for 
paths b, c and c’. The sensitivity of estimates in mediation analysis to violations of 
assumptions has not yet been firmly established (MacKinnon, 2008) and therefore 
results for depression should be viewed with caution.
2.7.5. Follow-up data
To examine whether changes in scores on the process and outcome measures were 
maintained at follow-up in the intervention group, dependent samples ^-tests were 
run to compare post and follow-up scores. While the sampling distributions of the 
differences between scores were not always normal, as outlined in section 2.7.2, 
paired-sample /-tests were considered to be robust nevertheless and advantageous to 
less powerful non-parametric equivalents. Effect sizes were calculated using Dunlap 
et al.’s (1996) formula (see section 2.7.2).
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2.7.6. Impact o f the intervention on the control group
Paired-sample /-tests were also run to examine changes between post and follow-up 
scores for control participants to explore whether there were improvements in scores 
once controls had received the intervention. Again, Dunlap et al.’s (1996) formula 
was used to calculate effect sizes.
2.7.7. Engagement with the intervention
Finally, treatment evaluation and adherence data were examined to explore 
engagement with the intervention and to determine whether adherence was 
associated with improvements in outcome. Spearman’s correlation coefficient was 
used to examine whether changes on the outcome or process measures were 
associated with the adherence measures (i.e. ‘number of intervention chapters read’, 
‘number of audio tracks listened to’, ‘firequency of practice’ and ‘length of a typical 
practice’). As all participants were ultimately offered the intervention, data were 
analysed for the fiill sample (i.e. using pre-post change scores for the intervention 
group and post-follow-up change scores for controls). Change scores were calculated 
so that a positive correlation indicated that greater adherence was associated with 
improvements on the process or outcome measures. Spearman’s correlation 
coefficient was used rather than Pearson’s correlation coefficient because adherence 
data was ordinal. Additionally, sampling distributions deviated from normality in 
many cases and, although the sample size was fairly large, research suggests that the 
distribution of r may be quite sensitive to non-normality (Kowalski, 1972).
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3. Results
3.1. Baseline comparisons
Table 1 shows the demographic characteristics of participants. There were no 
significant demographic differences between intervention and control participants. 
Nor were there any significant pre-intervention group differences on the process or 
outcome measures (see Table 2), suggesting randomisation was successful. Table 2 
also shows Cronbaeh’s alpha for each measure and the RCI: analysis of reliable 
change is discussed in Section 3.3.
Table 1. Demographic characteristics of participants
Intervention Control Total Comparison
group group W(%)
Gender
Female
Male
Total
31 (77.5) 
9 (22.5)
40 (100.0)
34 (85.0)
6(15T0
40(100.0)
65 (81.3) 
15(18.8)
80 (100.0)
X^=.74,/)=.390
Ethnicity
White 
Non-white 
Total
33 (82.5) 
7(17.5)
40 (100.0)
36 (90.0)
4(10.0)
40(100.0)
69 (86.3) 
11 (13.8)
80 (100.0)
" •.V'Sa. ' '■■'s'- "
X^=.95 /?=.330
Student status
Undergraduate
Postgraduate
Total
16 (40.0) 
24 (60.0) 
40 (100.0)
21 (52.5) 
19 (47.5) 
40(100.0)
37 (46.3) 
43 (53.8)
80 (100.0)
X^=l-26 p=.262
; Full or part-time 
Full-time 
Part-time 
Total
32(80.0) 
8 (20.0)
40(100.0)
'35(8A5) 
5 (1:2.5)
40(100.0)
67 (83.8) 
13 (16.3)
80 (100.0)
X^=-83 p=.363
Age 30.50(10.78) 26.83 (6.73) 28.66 (9.12) U=672.5, 
z=-1.23, p=.2\9
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3.2. Outcome of intervention
Table 3 displays intervention and control group mean pre- and post-scores on the 
outcome and process measures, along with the results of the mixed-design ANOVAs 
and post-hoc Mests. Appendix I shows graphical representations of the ANOVA 
interactions.
3.2.1. Outcome measures
For each outcome, with the exception of anxiety, a significant group by time 
interaction was found in the hypothesised direction [F(2, 78)=4.57-18.92, all/><.05], 
showing that the intervention led to greater improvement in the intervention than 
control group. There was a large between-group post-treatment effect of the 
intervention on PA (<7=0.80), medium effects on stress (<7=0.61), NA (<7=0.65) and 
satisfaction with life (<7=0.56), and a small (borderline medium) effect on depression 
(<7=0.49). Within-group post-hoc ^-tests showed intervention participants improved 
significantly on all measures with medium to large effect sizes. The control group 
also improved significantly on all outcome measures except satisfaction with life 
(with small effect sizes), but improvements were greater in the intervention group 
(hence the significant group by time interactions). For anxiety, results of the main 
analysis bordered on significance [F(2, 78)=3.93, /?=.051]^ with a medium post­
treatment between-groups effect size (<7=0.61).
For all three DASS scales, the mean score at pre-assessment for both intervention 
and control participants fell into the ‘moderate’ severity range. At post-assessment.
 ^ As outlined in section 2.7.2, anxiety violated assumptions of normality and homogeneity of 
variances, so a Mann-Whitney U-test was also run. This supported the ANOVA with a trend towards 
greater pre-post change in intervention than control group participants (t/=604.00, z=-1.90,p=.057).
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the mean score for intervention participants fell into the ‘normal’ range on each 
scale, while the mean score for controls remained in the ‘moderate’ range.
S.2.2. Process measures
With the exception of the describing scale of the FFMQ, significant interactions 
were found for all process measures [F{2, 78)=9.67-17.34,/)<.05], with medium to 
large between-group post-intervention effect sizes (<7=0.58-1.06), showing the 
intervention led to greater improvement in these skills in intervention participants 
than controls. Post-hoc within-group ^-tests showed that intervention participants 
improved significantly on all process measures, while only self-compassion and the 
non-reactivity and describing subscales of the FFMQ improved significantly for 
controls.
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3.3. Reliable change
Table 4 shows the proportion of participants who showed reliable change on each 
measure. For the outcome measures, significantly more intervention than control 
participants showed reliable change in stress (<7=1.01), satisfaction with life 
(<7=0.77), PA (<7=0.52) and NA (<7=0.71). For depression, results approached 
significance, with a small effect size (% \l, A=80)=3.38,/>=.066, <7=0.42). For
anxiety, as 50% of cells had expected fi*equencies of less than 5, Fisher’s exact test 
was used. This was non-significant (p=1.00), with few participants in either group 
showing reliable change.
For the process measures, significantly more intervention than control participants 
showed reliable change in self-compassion and on all scales of the FFMQ (with 
medium to large effect sizes), with the exception of describing where there was no 
significant difference.
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Table 4. Proportion of participants showing reliable change on each measure
Proportion showing reliable 
change n (%)
Intervention Control Chi-square (%^) d
Measure group (n=40) group («=40)
DASS-21
Stress 22 (55.0) 5 (12.5) *16.16 1.01
Anxiety 5 (12.5) 4(10.0) Fisher’s exactp=1.00 -
Depression 13 (32.5) 6(15.0) 3.38 .42
SWL
Full scale 15 (37.5) 3 (7.5) *10.32 .77
.RANAS
PA 22 (55.0) 12 (30.0) *5.12 .52
NA 17(42.5) 5(12.5) *9.03 .71
FFMQ ,y
Observing 10(25.0) 1 (2.5) *8.53 .69
Describing 10(25.0) 6(15.0) 1.25 .25
Acting 18(45.0) 8 (20.0) *5.70 .55
Non-judging 21 (52.5) 9 (22.5) *7.68 .65
Non-reacting 18(45.0) 8 (20.0) *5.70 .55
SCS V/'
Full scale 20 (50.0) 6(15.0) *11.17 .81
3.4. Mediation analysis
Table 5 displays the results of the single mediation analyses examining whether 
mindfulness and/or self-compassion mediated the relationship between group and 
outcome. Anxiety and the describing subscale of the FFMQ were excluded because 
they did not have a significant interaction with group (see section 3.2) and therefore 
violated the c and a paths respectively.
In line with the mixed-model ANOVA results, group significantly predicted change
on the outcome measures (c path) and process measures (a path). Change on the
process measures also significantly predicted change on the outcome measures
controlling for group (b path), with the exception of the observing subscale of the
FFMQ (which only significantly predicted change in PA) and non-reactivity (which
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did not predict change in depression or NA). Similarly, bootstrap confidence 
intervals crossed zero in these models, suggesting their true indirect effect could 
have been zero (i.e. non-significant). In all other cases, confidence intervals did not 
cross zero, suggesting that the true indirect effect of the mediator was unlikely to be 
nil (i.e. that mediation paths (ab) were significant).
Where confidence intervals did not cross zero, the results also indicated that the 
direct effect of group on change in outcome (c’ path) became non-significant when 
the process measures were entered, further indicating significant mediation effects 
(i.e. that group no longer predicted outcome once mediators were controlled for).
The only exceptions were satisfaction with life, where the direct effect (c’) remained 
significant for all potential mediators, and stress where the c’ path remained 
significant for non-reactivity. As the direct effect was smaller than the total effect 
and of the same sign, it could be said that partial mediation occurred in these cases. 
However, Hayes (2013) argues that notions of complete versus partial mediation are 
outdated and that analysis of the relative size and significance of the total and direct 
effects should be avoided.
Put more simply, the findings suggest that self-compassion and the acting with 
awareness and non-judging subscales of the FFMQ mediated all outcome measures. 
Non-reactivity mediated stress, satisfaction with life and PA. But, observing only 
mediated PA. As outlined, some researchers would report that mediation was only 
partial in the case of satisfaction with life, and likewise that non-reactivity only 
partially mediated stress, but this has been challenged.
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3.5. Follow-up data for the intervention group
Table 6 shows the mean post and follow-up scores for intervention participants. 
Paired-samples /-tests revealed no significant changes between post and follow-up, 
suggesting pre-post changes were maintained ten weeks later.
Table 6. Analysis of follow-up data for the intervention group using paired-
Post Follow-up Paired-samples /-test
Measure M SD M SD / sig.
(p-value)
DASS-21 ; '
Stress 13.40 8.38 11.50 8.64 1.86 .070 .28
Anxiety 5.40 5.57 4.55 5.42 1.29 .205 .15
Depression 8.80 8.85 7.65 9.40 1.08 .287 .13
SWLS
Full scale 23.97 6.66 23.13 6.84 1.25 .219 .13
PANAS
PA 32.58 8.45 31.68 9.06 .71 .485 .10
NA 18.38 6.24 18.98 6.93 -.66 .514 .09
FFMQ
Observing 28.48 6.15 2^90 6.60 1.05 .301 .09
Describing 27.58 6.38 28.83 6.73 -1.91 .063 .19
Acting 26.05 6.78 25.28 6.58 1.30 .202 .12
Non-judging 27.60 6.86 27.93 6.64 -.40 .690 .05
Non-reacting 22.03 4.42 21.55 4.30 1.05 .302 .11
SCS
Full scale 37.73 9.18 37.03 .84 .408 .08
^=Effect size (Cohen’s d) for paired-samples t-tests calculated with Dunlap et al.’s 
(1996) formula (see section 2.8.2).
3.6. Impact of the intervention on the control group
Table 7 shows the mean post and follow-up scores for the control group (i.e. directly 
before and after they received the intervention). Paired-samples /-tests revealed that, 
between post and follow-up, there were significant improvements on all outcome 
measures, with medium effect sizes for stress (<7=0.74), depression (<7=0.50) and PA
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(<7=0.55), and small effects for anxiety (<7=0.43), satisfaction with life (<7=0.45) and 
NA (<7=0.39).
There were also significant post to follow-up improvements on all process measures, 
with medium effect sizes for self-compassion (<7=0.68) and the describing (<7=0.54) 
and non-judging (<7=0.74) subscales of the FFMQ, and large effect sizes for 
obsei'ving (<7=0.89), acting with awareness (<7=0.90) and non-reactivity (<7= 1.08).
Table 7. Analysis of change in the control group after receiving the intervention
Post Follow-up Paired-samples /-test
Measure M SD M SD /
DASS-21
Stress 18.85 9.37 12.35 7.95 *5.17 .74
Anxiety 9.80 8.59 6.30 7.33 *3.01 .43
Depression 13.70 10.99 8.50 9.67 *4.45 .50
SWLS
Full scale 20.08 7.23 23.50 7.87 *-5.68 .45
- p % A s - . . .  :
PA 25.83 8.34 30.28 7.84 *-3.46 .55
NA 23.20 8.35 19.98 8.10 *3.40 .39
^FFMQ
Observing 23.30 6.10 28.40 5.24 *-4.98 .89
Describing 26.25 5.50 29.33 5.77 *-4.07 .54
Acting 20.50 6.06 25.60 5.14 *-5.84 .90
Non-judging 23.25 8.02 28.75 6.54 *-5.45 .74
Non-reacting 17.58 4.01 21.68 3.61 *-5.00 1.08
Full scale 31.48 9.15 37.90 9.63 *-4.87 .68
^Effect size (Cohen’s d) for paired-samples t-tests calculated with Dunlap et al.’s 
(1996) formula (see section 2.8.2).
3.7. Engagement with the intervention
3.7.1. Satisfaction
Overall, participants rated the book highly. The 38 intervention participants who
read at least some of the book gave it a mean rating of 7.97 out of 10 for helpfulness
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(SD=1.52) and mean treatment evaluation score of 25.05 (SD=2.85) out of 30. The 
34 control participants who later also read the book gave it a mean helpfulness rating 
of 7.35 (SD=1.72) and mean treatment evaluation score of 24.47 (SD=3.92).
3.7.2. Attrition
As outlined in section 2.5.1, rates of attrition were low (5% between pre and post and 
11.25% at follow-up). However, the four participants who dropped out at post­
assessment were significantly more stressed, depressed and anxious at baseline than 
those who did not, though this was not the case for those dropping out by follow-up 
(see Appendix J). This raises the possibility that drop-out was not random, but was 
related to participants’ characteristics (e.g. if participants who were more distressed 
felt less able to engage as a result). Even so, as drop-out was equal across the two 
groups and was very low, it is unlikely to have had a major impact on the results.
3.7.3. Adherence
It was assumed that participants who dropped out of the trial did not read any of the 
book or do any practice. Under this assumption, twenty-three out of forty (57.5%) 
intervention participants had read the entire intervention by post-assessment, while 
thirty-four (85.0%) had read at least half. Among control participants, seventeen out 
of forty (42.5%) had completed the entire intervention by the follow-up assessment, 
and thirty (75%) had read at least half.
Taking the sample as a whole, the median number of intervention chapters read was
7.5 out of 8 (interquartile range: 3). The figures were 8 for the intervention group
(interquartile range: 3) and 7 for controls (interquartile range: 5). Of the 32
198
URN:6154073
participants who gave a reason for not completing the book, the majority (75%) said 
they struggled to find the time. The median number of audio tracks listened to was 6 
out of 8 (interquartile range: 5): 6 for the intervention group (interquartile range: 4),
5 for controls (interquartile range: 6). The median number of times participants 
practised the techniques in the book was 2 to 3 times each week for both intervention 
and control participants (interquartile range: 1 for intervention participants; 2 for 
controls); in each case the median practice length was 10 to 20 minutes (interquartile 
range: 1). Overall, 71.25% of the 80 participants reported practising more than once 
per week (80% of intervention participants and 62.5% of controls), while only 9 
participants (11.25%) did not practice at all, assuming the 7 participants who did not 
report adherence data did not practice.
At follow-up, thirty-two (80%) intervention participants said they were continuing to 
practise the techniques they learnt: 22.5% reported practising at least 2 to 3 times per 
week and 57.5% once per week or less. By the follow-up, twenty-four (60%) 
intervention participants had read the entire intervention.
Table 8 shows correlations for the whole sample between the adherence measures 
and changes on the outcome/process measures after receiving the intervention. A 
positive correlation indicates that greater adherence was associated with an 
improvement on the relevant measure.
For the outcome measures, based on Cohen’s (1988) criteria, ‘number of
intervention chapters read’ showed a significant medium positive association with
increased satisfaction with life (r=0.30), and small significant positive associations
with improvement in stress {r=Q.2A), PA (^0.22) and NA (r=0.23). There was also
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a small significant positive association between ‘frequency of practice’ and increases 
in satisfaction with life (r=0.23).
For the process measures, all facets of the FFMQ and SCS were significantly 
positively correlated with ‘number of intervention chapters read’ (r=0.25-0.46) and 
‘frequency of practice’ (r=0.24-0.32) with small to medium correlations. Similarly, 
‘number of audio tracks listened to’ showed small to medium significant correlations 
with self-compassion and the acting with awareness, non-judging and non-reactivity 
subscales of the FFMQ (r=0.23-0.37), while ‘length of a typical practice’ showed a 
small significant correlation with self-compassion and the describing and non- 
reactivity subscales of the FFMQ (r-0.22-0.26).
Table 8. Spearman’s correlations between adherence measures and
Measure No. chapters No. CD tracks Frequency Practice
read listened to of practice length
,DASS-21
Stress ^ *24 .13 .14 .14
Anxiety ^ .09 .01 -.004 .17
Depression ^ .03 .06 .08 .06
SWL ^
Full scale ^ *20 .17 *23 .11
PANAS
PA^ *22 .12 .18 .12
NA^ *23 .19 .16 .16
,FFMQ
Observing ^ *28 .19 *25 .21
Describing ^ *27 .21 *24 *23
Acting ^ *25 *23 *28 .16
Non-judging ^ *40 *27 *29 .21
Non-reacting ^ *.40 *20 *25 *26
SCS
Full scale ^ *46 *27 *22 *22
® Change in score before and after receiving the intervention (i.e. pre-post for 
intervention group; post-follow-up for controls).
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4. Discussion
This study explored the effeetiveness of mindfulness bibliotherapy for students.
Overall, participants were experiencing higher levels of psychologieal distress at 
baseline than the general population. For example, in a large normative sample of 
1,794 adults from the UK, Henry and Crawford (2005) reported that the mean scores 
for the Depression Anxiety and Stress Scales (DASS-21) were 5.66 for depression, 
3.76 for anxiety and 9.46 for stress (‘normal’ range in each case), whereas in this 
study the figures were 15.52, 10.77 and 21.80 respectively at baseline (all ‘moderate’ 
range). Similarly, for the Positive and Negative Affect Scale (PANAS), Crawford 
and Henry (2004) found mean scores for a non-clinical sample of 1,003 UK adults of 
31.31 (PA) and 16.00 (NA), whereas here they were 24.25 and 26.51 respectively. 
For the Satisfaction with Life Scale (SWLS), Pavot and Diener (1993) reviewed 
normative data from a range of studies and found that scores mostly fell in the range 
of 23 to 28 (i.e. ‘slightly satisfied’). For this sample, the mean was 19.44 suggesting 
participants were typically ‘slightly dissatisfied’. These findings are not unexpected, 
given the research outlined showing high levels of distress among student 
populations, and the fact that students in this study took part on the basis that they 
felt they were experiencing stress, anxiety or low mood.
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4.1. Summary of key findings
4.1.1. Effectiveness o f the intervention
In line with the primary hypothesis, intervention participants demonstrated 
significantly greater improvements on measures of depression, stress, positive and 
negative affect, and satisfaction with life than control participants directly after a 
self-help mindftilness intervention. There was a large post-intervention between- 
group effect of the intervention on positive affect (<i=0.80), medium effects on 
negative affect (<i=0.65), stress (d=0.61) and satisfaction with life (<i=0.56), and a 
small (borderline medium) effect on depression (<7=0.49). The primary hypothesis 
was not fully supported in the case of anxiety, where the 2x2 ANOVA interaction 
term only bordered on significance (p=.051), although there was a medium between- 
groups post-intervention effect (<7=0.61) in favour of the intervention group. 
Nevertheless, between pre- and post-treatment, intervention participants moved on 
average from the ‘moderate’ to the ‘normal’ range for symptom severity for 
depression, stress and anxiety, while controls remained in the ‘moderate’ range in 
each case. Significantly more intervention than control participants also showed 
reliable change in stress, positive and negative affect and satisfaction with life after 
the intervention, with medium to large effect sizes. For depression, results 
approached significance (p=.066; <7=0.42) while for anxiety few participants in either 
group showed reliable change.
At a ten-week follow-up, intervention participants were found to have maintained the
gains they had made at post-assessment for all outcome measures, supporting the
hypothesis that gains from MBCT bibliotherapy would be retained over time.
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Additionally, while controls did show small but significant improvements (<7=0.22- 
0.37) in stress, anxiety, depression, positive and negative affect between pre- and 
post-assessment, possibly due to natural remission or fluctuations, they showed 
larger significant improvements for all outcomes once they too had received the 
intervention (<7=0.39-0.74). While this element of the study is limited because it was 
uncontrolled, it adds further weight to the suggestion that the intervention had a 
positive effect.
Notwithstanding the non-significant results for anxiety, overall the findings of this 
study support the hypothesis that self-help MBCT is effective for students 
experiencing psychological distress.
4.1.2. Potential Mechanisms o f change
Intervention participants demonstrated significantly greater improvements than 
controls on measures of mindfulness and self-compassion between pre- and post­
assessment, with medium to large post-intervention between-group effect sizes 
(<7=0.58-1.06). Gains were maintained by intervention participants at the ten-week 
follow-up. Significantly more intervention than control participants also showed 
reliable change in self-compassion and mindfulness with medium to large effect 
sizes (<7=0.55-0.81). The only exception was the Five Facet Mindfulness 
Questionnaire (FFMQ) describing sub scale where no significant differences were 
seen between groups either for the main analysis or the reliable change analysis. 
Additionally, control participants showed medium to large improvements (<7=0.54- 
1.08) in both mindfulness and self-compassion once they too had received the self-
help intervention (having shown small or negligible changes between pre- and post-
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assessment). Taken as a whole, these findings support the prediction that the 
intervention would significantly influence mindfulness and self-compassion.
Mediation analyses supported the hypothesis that self-compassion and aspects of 
mindfulness mediated the effects of the intervention on outcome. While there are 
limitations with this analysis (see section 4.3), this lends preliminary support to the 
suggestion that intervention participants improved on the outcome measures because 
o f  changes in their mindfulness and self-compassion skills. More specifically, self- 
compassion, and the acting with awareness and non-judging subscales of the FFMQ 
showed evidence of significant mediation effects for all outcomes (aside, of course, 
from anxiety). Non-reactivity showed evidence of mediation effects for stress, 
positive affect and satisfaction with life. However, the observing subscale of the 
FFMQ only mediated positive affect.
While the majority of hypotheses were therefore supported, the final hypothesis - 
that greater adherence to the intervention would be positively associated with change 
- was not fully borne out. There were significant small to medium positive 
associations between the number of intervention chapters read and improvements in 
self-compassion, mindfulness, stress, satisfaction with life, negative affect and 
positive affect. Similarly there were significant small to medium positive 
associations between the amount of mindfulness practice reported (number of audio 
tracks listened to, frequency of practice and length of a typical practice) and 
improvements on the process measures. However, there was less evidence of an 
association between change on the outcome measures and the amount of mindfulness 
practice undertaken.
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4.2. Putting the findings in context
4.2.1. Comparison with previous self-help studies
The results of this study extend a small but promising body of research exploring the 
potential benefits of self-help mindfulness-based interventions.
While there are no other published studies of mindfulness bibliotherapy, the results 
of this study support the findings of Fledderus et al’s (2011) RCT of ACT 
bibliotherapy (albeit with slightly small effect sizes overall) and, more broadly, 
support those of Cavanagh et al.’s (2013) meta-analysis, which found that self-help 
interventions involving mindfulness were effective at reducing psychological 
distress. As outlined in section 1.6, this meta-analysis found signifieant post­
intervention between-group effects of MET self-help on depression (<7=0.33) and 
anxiety (<7=0.32). Here, the effect size for depression was <7=0.49, and the effect size 
for anxiety was J=0.61 (although the results of the main analysis only bordered on 
significance for anxiety).
Given that the results of the main analysis approached significance for anxiety, with 
a medium effect size, it seems possible that the study was ultimately underpowered 
to detect this effect. Alternatively, while there was no significant difference in 
anxiety between groups at baseline, control participants did nevertheless appear to be 
somewhat more anxious than intervention participants. It is consequently also 
possible that the size of the F-ratio was limited by this difference (preventing it from 
reaching significance) for example, if control participants had more opportunity than 
intervention participants to show natural remission between pre- and post-
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assessment. While analysis of covariance (ANCOVA) is sometimes used to ‘control 
for’ baseline differences on potential covariates, it has been argued that ANCOVA is 
widely misused for this purpose and that, even in studies where random assignment 
has been used, whether ANCOVA is appropriate remains contested (Miller & 
Chapman, 2001). Nevertheless, future research may benefit from using a larger 
sample to reduce the likelihood of between-group differences on baseline measures; 
or stratifying the sample on other measures like depression and anxiety.
Even so, the fact that few intervention participants showed reliable change in anxiety 
does suggest the intervention was less effective for anxiety. Notably, the DASS 
anxiety scale appears to focus exclusively on items relating to panic (e.g. 7 fe lt I  was 
close to panic’ m d  7 experienced trembling’) whereas the intervention was arguably 
geared more towards generalised anxiety, and this may have prevented a greater 
effect on anxiety being apparent. Future research may therefore wish to use a broader 
measure of anxiety.
While this study compares well with other studies of MET self-help, it arguably 
showed smaller effect sizes than those sometimes reported for CET self-help. While 
the results are clearly more positive than the findings of those CET self-help studies 
which failed to identify any signifieant effects (e.g. de Graaf et al., 2009, Mead et al., 
2005; Richards et al., 2003), meta-analyses of CET self-help appear to have reported 
larger overall effect sizes. For example, Coull and Morris (2011) found an overall 
post-intervention between-group effect size for anxiety and depression immediately 
post-treatment with samples recruited through media advertisements of <7=1.02 
(although the effect size was only <7=0.31 for more clinically representative samples).
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This could suggest that CBT self-help is superior to MET self-help. However, as this 
meta-analysis focused only on populations with clinically significant baseline 
symptomatology, it is also possible that participants in the current study had less 
scope overall for reductions in their symptoms. Additionally, the studies in Coull and 
Morris’s meta-analysis all included more therapist support than the current study and 
although, as outlined, there is not yet convincing evidence that the amount and type 
of therapist contact affects outcome (Hirai & Clum, 2006) it is possible that this too 
influenced the results.
As the control group in the current study also showed significant improvements 
between pre- and post-assessment for some measures, another possibility is that 
student populations show greater natural fluctuations in their symptoms than clinical 
populations (e.g. related to exam times and university holidays) and that this makes 
it more difficult for an RCT to demonstrate such large effects. A final possibility, 
given that the effect size for positive affect in the current study was large (<7=0.80), is 
that MET is more effective at increasing aspects of well-being than at reducing 
symptoms of distress. Indeed, it has been pointed out that an often misunderstood 
aspect of mindfulness is that it is not aimed at reducing symptoms, but at changing a 
person’s relationship with their symptoms (Sauer, Lynch, Walach & Kohls, 2011). 
Thus, while symptom reduction is often observed, the goal of mindfulness is more 
about learning to accept and tolerate symptoms, than about eliminating them. This 
too could help explain differenees between MET and CET self-help, as CET is 
targeted at symptom reduction, while MET is not, so the foeus of this study on a 
reduction in symptoms of depression, anxiety and stress arguably meant measuring
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the intervention against criteria that were somewhat misaligned with what it was 
designed to address.
Only 5% of participants dropped out of the current study between pre- and post­
assessment while, at post-assessment, nearly three fifths of intervention participants 
had read the entire intervention, and 85% had completed at least half of it. Four fifths 
of the intervention group reported practising mindfulness at least two to three times 
per week, usually for around 10-20 minutes per practice and most said they 
continued to practice at follow-up.
It is difficult to compare these findings to previous studies because attrition and 
adherence data are often not clearly differentiated or reported. Nevertheless, 
engagement with the current intervention appears to be favourable compared with 
CBT self-help studies. For example, as outlined in section 1.1.1, Proudfoot et al. 
(2003) had an attrition rate of 35% from their treatment group, Richards et al.’s 
(2003) saw 55% of intervention participants drop out within one month, and Mitchell 
et al. (2009) had a drop-out rate of 37% among a sample of students. In terms of 
adherence, de Graaf et al. (2009) found that only 14% of participants fully adhered to 
their web-based CBT intervention, while Mead et al.’s (2005) study of CBT 
bibliotherapy found that only 52% did the self-help exercises ‘at least weekly’.
While the student sample in this study may have been particularly motivated and 
able to engage with the intervention, the possibility that MET self-help may be 
associated with higher levels of adherence than CET self-help merits further 
investigation.
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4.2.2. Comparison with face-to-face mindfulness studies
Although MBCT was originally designed to be taught in a group, the effect sizes 
identified in the current study compared well to those reported in meta-analyses of 
face-to-face MET. While Fjorbach et al.’s (2011) meta-analysis of face-to-face MET 
did not report a combined effect size, and Hoffman et al. (2010) concluded that 
effect sizes for the controlled studies in their meta-analysis were unreliable, Strauss 
et al. (2013) found a significant post-intervention between-group effect of face-to- 
face MET on depression of <7=0.52, close to that seen in the current study (<7=0.49). 
Notably, as in the current study, Strauss et al. (2013) found no significant effect for 
anxiety (<7=0.12), adding weight to the possibility that MET may be less effective for 
anxiety disorders.
4.2.3. Contribution to research on mechanisms o f change
As outlined in section 1.5, despite good theoretical reasons to believe mindfulness 
may improve psychological functioning, research has given relatively little attention 
to the ways in which mindfulness interventions produce change, which particular 
aspects of mindfulness are influential and whether engagement in mindfulness 
interventions is associated with increased mindfulness.
The fact that mindfulness and self-compassion increased significantly more post­
treatment in intervention participants than controls in this study, and that these 
variables mediated the effect of the intervention on outcome, therefore supports the 
idea that mindfulness and self-compassion are mechanisms of change, adding to a 
limited body of previous research in this area (e.g. Eaer et al., 2008; Carmody &
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Baer, 2007; Kuyken et al., 2010). Given that self-compassion also mediated change, 
MET interventions may benefit from ensuring emphasis is placed on developing 
self-compassion as well as mindfulness.
Only the describing facet of the FFMQ appeared not to be influenced by the 
intervention. Similarly, in an RCT of group MESR for people dealing with stress, 
illness, anxiety, and chronic pain, Carmody and Eaer (2007) found that all facets of 
the FFMQ, except for describing, mediated the effect of meditation practice on 
outcome. They suggested this may be because describing focuses on verbal labelling 
of experience, whereas MESR places relatively little emphasis on this. The same 
may be true here given that MECT, like MESR, gives less attention to verbal 
labelling than approaches like ACT and DET.
As well as the limited effect of the describing facet of the FFMQ in the current 
study, the observing factor appeared less influential than other aspects of 
mindfulness: it was not significantly associated with changes in stress, depression, 
negative affect or satisfaction with life (controlling for group) and therefore did not 
mediate these outcomes. Other studies have also found unexpected results for the 
observing factor. For example, Eaer et al. (2008) reported that observing did not 
convineingly mediate the relationship between meditation experience and well-being 
in a sample of meditators and non-meditators, while Eaer et al. (2006) examined 
FFMQ scores in a student sample and found that observing was positively correlated 
with maladaptive constructs, such as increased psychological symptoms. As the 
observing facet involves noticing one’s thoughts, sensations and emotions, it could 
be speculated that in some contexts this may result in higher levels of self-focused
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attention. Research has demonstrated that increased self-focused attention can in fact 
be unhelpful (e.g. Mor & Winquist, 2002), and this could explain the finding that 
observing is not always associated with reductions in distress or, as in Baer et al.’s. 
(2006) study, can in be related to increased distress. Mindfulness interventions may 
consequently benefit from further consideration of the way observing experience is 
taught to ensure it is a helpful rather than hindering skill.
Finally, Carmody and Baer (2007) argued that mindfulness mediated reductions in 
perceived stress in their study, but only partially mediated increases in well-being. In 
the current study too it could be said that mindfulness and self-compassion only 
partially mediated increases in satisfaction with life although, as noted, Hayes (2013) 
has argued that notions of complete versus partial mediation are invalid. Even so, it 
does seem important to consider that other variables (not included in the study) may 
also have played a role along with the mediators. For example, while the non­
specific effect of being in a group was not a potential mediating factor, factors such 
as receiving support through the weekly email reminders could have been important, 
and this would merit fiirther investigation, for example by including an active control 
group in future research.
Indeed, while there was some evidence that eompleting more of the intervention was 
associated with greater improvements in stress, negative affect, positive affect, 
satisfaction with life, mindfulness and self-compassion, and that practising more was 
also associated with increased mindfulness and self-compassion, these relationships 
were not strong. This adds further support to the possibility that non-specific factors 
were also important. However, it is also possible that the lack of a stronger
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association between change and adherence resulted from the fact that the great 
majority of participants read a considerable proportion of the book and practised 
regularly, so there was arguably simply not enough variation in levels of adherence 
to determine its impact reliably.
4.3. Limitations and directions for future research
This study provides evidence that MET self-help is effective, making important 
improvements to previous studies. For example, it used an RCT design; the 
intervention closely mirrored the core elements of MBCT; some support was 
provided to participants during the intervention but no face-to-face training; 
mindfulness and self-compassion were assessed; and a follow-up period was 
ineluded. Nevertheless, it is important to consider the study’s limitations. Several 
limitations have been discussed above, but further considerations are highlighted 
below.
Firstly, the study used a waitlist control group. This is a weaker design than using an
active control group because it fails to control for the possibility that the intervention
could have had an influence through non-specific factors, rather than as a result of
mindfulness per se. For example, it could be that there was simply a ‘placebo’ effect,
whereby intervention participants felt better because they perceived that they were
getting help and support, whereas controls did not. Similarly, the weekly email
reminders may have made intervention participants feel held in mind and supported,
and it is possible that this resulted in their more positive outcomes, rather than any
benefit from the MET self-help book itself. As outlined, there was some possible
evidence of this since adherence to the intervention was not strongly associated with
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outcome. Future research should therefore include an active control group to 
investigate this further (e.g. control participants could be asked to read a relaxation 
book over an eight-week period with weekly reminders). Additionally, future 
research should compare MET self-help to other evidence-based interventions (e.g. 
CBT bibliotherapy or face-to-face CBT) to determine whether it is as effective as the 
best evidenced interventions.
The fact that intervention participants demonstrated increases in mindfulness and 
self-compassion at post-assessment, and these appeared to mediate the effect of the 
intervention on outcome, lends support to the argument that the intervention did not 
purely have an effect through non-specific factors. Nevertheless, as mindfulness and 
self-compassion were measured at the same point in time as outcome, the mediation 
analysis was limited and causal interpretations problematic. For example, changes on 
the outcome measures could have resulted in increases in mindfulness and self­
compassion, rather than vice-versa, or other factors not captured may have 
contributed to improvements in mindfulness, self-compassion and outcome. The 
study design would have been more robust if participants had completed the process 
and outcome measures at multiple time points as this would have helped demonstrate 
whether changes in mindfulness and self-compassion preceded changes on the 
outcome measures, helping establish whether they were the causal mechanisms of 
change.
A further limitation with this study is that self-report measures were used. As the 
nature of the intervention meant it was not possible to blind participants to which 
group they were in, it was arguably easy for them to ascertain the study’s aims (e.g.
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that the book was expected to reduce distress). This raises the possibility that 
intervention participants may have reported that they were feeling better through a 
desire to satisfy the researcher’s expectations, or as a sign of gratitude for the book, 
rather than through any genuine change in their symptoms. Additionally, it is 
possible that intervention participants developed a better understanding of the 
concepts behind the questions used to measure skills such as mindftilness through 
taking part in the intervention, and reported increased mindfulness at post­
assessment for this reason, rather than because of actual change. It is difficult to 
overcome these potential sources of bias but, in relation to mindfulness, it has been 
argued that researchers should explore alternatives to self-report measures to 
increase validity (Baer et al., 2006).
Although the study included a follow-up period, ethical considerations meant that 
controls received the intervention prior to completing the follow-up measures. As a 
result, this part of the study was uncontrolled and consequently, while intervention 
participants maintained the gains they had made at follow-up, it was not possible to 
compare these findings to controls (for example controls might have deteriorated 
between post and follow-up had they not received the book, or conversely could 
have shown improvements, even without the book). Additionally, the follow-up 
period was only 10 weeks and it is not known whether gains ft-om the intervention 
were retained in the longer-term. Future research would benefit from using a longer 
follow-up period (e.g. 6 months) and providing control participants with the 
intervention after this, rather than directly after the post-assessment. If, as suggested.
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an evidence-based active control group were used, this would avoid the ethical 
problems associated with using a waitlist control.
A final limitation of this study is that it focused on students, who self-referred to the 
study. This means that those taking part may have had special characteristics that 
could have influenced the results. For example, the study included a high proportion 
of females (81.3%) and, more broadly, may have included people who were 
particularly motivated to engage with the intervention or able to benefit from it. As 
students appear to be particularly at-risk of psychological distress, identifying 
interventions that are beneficial for them is arguably of value in its own right. 
However, using a narrow, self-selecting sample does mean that participants may 
have differed in important ways from others experiencing anxiety, stress or 
depressive symptoms, or from people presenting to primary care settings more 
generally. As outlined in section 1.4.1, Coull and Morris (2011) found that self-help 
interventions were less effective among more clinically representative samples and 
therefore, while participants in this study were undoubtedly experiencing higher 
levels of distress than the norm, the results cannot be generalised to clinical samples. 
Furthermore, while attrition was low, the four participants who dropped out at post­
assessment reported significantly higher levels of distress at baseline than the sample 
as a whole. This too raises the possibility that people experiencing more severe 
distress may be less able to engage with MET self-help, and this would merit further 
investigation.
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4.4. Clinical implications of the study
This study is the first to show that mindfulness bibliotherapy can be effective for 
people experiencing psychological distress. While caution must be taken in 
generalising from this student sample, MBCT bibliotherapy is relatively inexpensive 
and may have applicability within a stepped care model. For example, as with CBT 
self-help, it could enable support to be provided at low cost to those with mild to 
moderate difficulties, while freeing up therapist time for those requiring more 
intensive therapies. Many people do not currently access psychological help for their 
difficulties (McManus et al., 2009), and it could be argued that such an intervention 
may offer a means to overcome some of the barriers to seeking help (e.g. concerns 
around stigma, or difficulties for people attending appointments in working hours). 
Given that students are at a heightened risk of developing mental ill-health (e.g. 
Andrews & Wilding, 2004) and are believed to struggle to access traditional forms of 
face-to-face therapy (RCP, 2011), self-help MBT interventions may be particularly 
valuable for student populations, especially in light of the fact that intense resource 
pressures on higher education health and counselling services mean they are 
struggling to meet eurrent demand (RCP, 2011).
While CBT self-help is recommended for those with mild to moderate common 
mental health problems (NICE, 2011), as outlined in section 1.4.1, research into 
CBT self-help has not produced unequivocally positive findings and concerns have 
been raised about attrition from, and non-adherence to, CBT self-help. The current 
study had lower levels of attrition and better adherence than those reported in several 
studies of CBT self-help (e.g. de Graaf et al. 2009), including studies using student
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samples (e.g. Mitchell, 2009). While again the non-clinical sample limits the ability 
to generalise these findings, this provides some preliminary support for the idea that 
mindfulness may have a reasonably broad appeal and may be associated with good 
levels of engagement. However, as the effect sizes seen in this study were somewhat 
lower than those reported in meta-analyses of CBT self-help, it cannot be argued that 
MBT self-help should replace CBT; rather it may offer a valuable alternative (e.g. 
for those struggling to engage with CBT).
Additionally, this intervention was not only assoeiated with reduced distress, but also 
with increased positive affect and life satisfaction. This is an important finding, as a 
growing body of research suggests that high levels of positive mental health can 
protect against physical and mental ill-health (Pressman & Cohen, 2005; Wood & 
Joseph, 2010), while emerging evidence also suggests that positive affect has a 
unique and, in some cases, stronger assoeiation with health outcomes than negative 
affect (Ostir, Markides, Black & Goodwin, 2000; Pettit, Kline, Gencoz & Gencoz, 
2001). Thus interventions that increase positive affect merit particular attention.
Finally, it has been argued that quality standards are needed for self-help books to 
ensure they are based on empirically-supported methods and provide significant 
benefits (e.g. Rosen, 1993). Consequently, studies evaluating self-help books are 
vital. Yet less than 1% of self-help books are subjected to testing (Malouff & Rooke, 
2007), despite the fact they are widely available and recommended by NICE. This 
study goes some way to offer evidence that a specific MBCT bibliotherapy 
intervention is effective for students experiencing psychological distress. As such it
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helps build up the evidence base for self-help books, and helps ensure that one 
widely available book provides the benefits it purports to offer.
4.5. Conclusion
This study reported the results of an RCT comparing MBT bibliotherapy to a waitlist 
control in a student population. Attrition rates were low, and an intention-to-treat 
analysis suggested that the intervention increased mindfulness and self-compassion, 
reduced psychological distress, and increased positive mental health and life 
satisfaction in comparison to no treatment. Future research is now needed to extend 
our knowledge of the effectiveness of self-help mindfulness interventions by using 
clinically representative samples, including active control groups, and having longer 
follow-up periods. Such research has the potential to help improve aceess to 
evidence-based psychological therapies.
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Appendix B. Information for participants
UNIVERSITY OF
Participant information W-
What is the research about?
This study will compare the effectiveness of a recently developed way to manage 
stress, anxiety and low mood with natural fluctuations over time.
Why have I been invited to take part in the study?
We are asking students who are experiencing some feelings of stress, anxiety or 
low mood to participate in this study. To be eligible to take part, you must also 
be at least 18 years old, be able to read English, and have the means to listen to 
a CD regularly. You must not currently be receiving psychological treatment and 
must not practice mindfulness meditation regularly (i.e. once per week or more).
Do I have to take part?
I t  is your decision whether or not you take part. I f  you decide to take part, you 
are free to withdraw any time without any adverse consequences in terms of 
your assessment or class of degree.
What will happen to me if I take part?
I f  you are eligible to take part and give your consent, you will be asked to 
complete a set of online questionnaires three times over a twenty week period. 
The questionnaires should take up to 20 minutes to complete. They will ask you 
about your mood, current levels of stress and anxiety, and the way you tend to 
deal with feelings. You will also be asked some brief demographic questions (e.g. 
your gender).
w f i m f A f t e r  you complete the online questionnaires for the first time, 
you will be randomly allocated to either read a self-help 
mindfulness book immediately (Group 1) or in ten weeks time 
(Group 2).
. The self-guided book you will be asked to read is called
M/nd/u/ness; A Practical Guide to Finding Peace in a Frantic 
World. You will be required to read it, listen to its 
I - . accompanying CD of meditation practices, and try  out what
f you learn, over an eight week period (one chapter, of around
20 pages, per week). You will receive the book for free and it 
will be yours to keep. The book will aim to help with anxiety, stress and low 
mood, and to increase well-being. While you are reading the book, you will 
receive a weekly email reminding you to read a chapter per week.
Once you have read the book, you will be asked a few questions (online) about 
what you thought of the book.
To summarise, if you agree to take part, you will be asked to complete a set of 
online questionnaires three times over a 20 week period, and to read a book.
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Are there any benefits in my taking part?
Although there are no guaranteed benefits from taking part, the book you will 
read is designed to teach you strategies to help manage stress, anxiety and low 
mood. By taking part in this study, you will also be involved in exciting, cutting- 
edge research, and add to our current knowledge base, potentially helping 
others experiencing anxiety, stress or low mood. Once everyone has completed 
the study, you will also be entered into a prize draw to win £25 of Amazon 
vouchers!
Are there any risks involved or any disadvantages in taking part?
There are no significant risks in taking part in this study. In the unlikely event 
that you experience any distress as a result of taking part, you should contact 
the research team who will direct you to sources of support. I f  you currently feel 
you are in need of professional help with psychological distress we would 
suggest that, instead of taking part in this study, you contact you GP, or the 
university's wellbeing centre on +44 (0)1483 68 9498 
or centreforwellbeina@surrev.ac.uk.
Will my participation be confidential?
Yes. Information you provide will be anonymised in research reports so that 
those reading them will not know who has contributed. You will use an ID code 
when completing the online questionnaires so only the research team will know 
who you are. Data will also be stored securely in accordance with the Data 
Protection Act 1998 and all information will be treated with the strictest 
confidentiality. However, should you disclose that you or someone else is at risk 
then the researcher may need to report this to an appropriate authority. This 
would usually be discussed with you first.
What happens if something goes wrong?
Any complaint or concern about any aspect of the way you have been dealt with 
during the course of the study will be addressed; please contact Billie Lever 
Taylor or Dr Clara Strauss.
What will happen when the research study stops?
The results of the study will be written up and submitted as a doctoral thesis and 
as research articles. You will not be identified in any part of the reports. A 
summary of the findings will be available to participants upon request. This is 
expected to be available from July 2013.
Who is organising this research?
The research is being carried out by Billie Lever Taylor, a Trainee Clinical 
Psychologist at the University of Surrey, under the supervision of Dr Clara 
Strauss, Clinical Psychologist and Director of Research, Department of 
Psychology, University of Surrey.
Who has reviewed the project?
This study has been reviewed and received a favourable ethical opinion from the 
Ethics Committee of the Faculty of Arts & Human Sciences at the University of 
Surrey.
Where can I get more information?
I f  you have any questions, please contact: b.levertavlor@surrev.ac.uk or 
c.strauss@surrev.ac.uk.
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What is Mindfulness?
Mindfulness is a very simple form of meditation that was little known in the West 
until recently. A typical meditation consists of focusing your full attention on 
your breath as it flows in and out of your body. Focusing on each breath in this 
way allows you to observe your thoughts as they arise in your mind and, little by 
little, to let go of struggling with them. You come to realise that thoughts come 
and go of their own accord; that you are not your thoughts. You can watch as 
they appear in your mind, seemingly from thin air, and watch again as they 
disappear, like a soap bubble bursting. You come to the profound understanding 
that thoughts and feelings (including negative ones) are transient. They come 
and go, and ultimately, you have a choice about whether to act on them or not.
Mindfulness is about observation without criticism; being compassionate with 
yourself. When unhappiness or stress hover overhead, rather than taking it all 
personally, you learn to treat them as if they were black clouds in the sky, and 
to observe them with friendly curiosity as they drift past. In essence, 
mindfulness allows you to catch negative thought patterns before they tip you 
into a downward spiral. It  begins the process of putting you back in control of 
your life.
Overtime, mindfulness can bring about long-term changes in mood and levels of 
happiness and wellbeing. Scientific studies have shown that mindfulness not only 
prevents depression, but that it also positively affects the brain patterns 
underlying day-to-day anxiety, stress, depression and irritability so that when 
they arise, they dissolve away again more easily. Other studies have shown that 
regular meditators see their doctors less often and spend fewer days in hospital. 
Memory improves, creativity increases and reaction times become faster.
Despite these benefits, however, many people are still a little wary when they 
hear the word 'meditation'. So it might be helpful to dispel some myths:
• Meditation is not a religion. Mindfulness is simply a method of mental 
training. Many people who practise meditation are themselves religious, but 
then again, many atheists and agnostics are keen meditators too.
• You don't have to sit cross-legged on the floor (like the pictures you may 
have seen in magazines or on TV), but you can if you want to. Most people 
who come to mindfulness classes sit on chairs to meditate, but you can also 
practise bringing mindful awareness to whatever you are doing, on buses, 
trains or while walking to work. You can meditate more or less anywhere.
• Mindfulness practice does not take a lot of time, although some patience and 
persistence are required. Many people soon find that meditation liberates 
them from the pressures of time, so they have more of it to spend on other 
things.
• Meditation is not complicated. Nor is it about 'success' or'fa ilure '. Even when 
meditation feels difficult, you'll have learned something valuable about the 
workings of the mind and thus have benefited psychologically.
• It will not deaden your mind or prevent you from striving towards important 
career or lifestyle goals; nor will it trick you into falsely adopting a Pollyanna 
attitude to life. Meditation is not about accepting the unacceptable. I t  is about 
seeing the world with greater clarity so that you can take wiser and more 
considered action to change those things which need to be changed.
Meditation helps cultivate a deep and compassionate awareness that allows 
you to assess your goals and find the optimum path towards realising your 
deepest values.
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Appendix C. Consent form
informed consent J l ,
Please confirm that you agree to the following.
I have been given a full explanation by the investigators of the nature, purpose, 
and likely duration of the study, and of what I will be expected to do. I have 
been given the opportunity to ask questions on all aspects of the study and have 
understood the advice and information given as a result.
I agree to comply with any instruction given to me during the study and to co­
operate fully with the investigators.
I consent to my personal data, as outlined in the accompanying project 
information, being used for this study and other research. I understand that all 
personal data relating to participants is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998).
I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
Do you agree to go on?
Yes
No
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Appendix D. Debrief for participants
Dear
Thank you very much for completing the final online survey. You have now 
reached the end of the study, so you do not need to do anything else. Once all 
participants have finished taking part, we will be awarding £25 Amazon vouchers 
to one participant - drawn at random - so I will email you if you are the winner.
The aim of this study was to evaluate the effectiveness of a mindfulness-based 
intervention, delivered through a 'self-help' book, for reducing stress, anxiety 
and low mood and increasing well-being. It compares changes in mood after 
reading the book with natural fluctuations over time.
It  is anticipated that:
(i) Mindfulness practice will be associated with a reduction in stress, anxiety 
and low mood
(ii) Mindfulness practice will be associated with an increase in well-being and in 
positive affect
(iii) Self-compassion and mindfulness skills will increase after reading the book
Your responses will help our understanding of whether mindfulness is of value in 
this area, and this could have implications for people experiencing stress, 
anxiety and low mood.
Once again results of this study will not include your name or any other 
identifying characteristics.
If you have any further questions or wish to receive a summary of the research 
once the project is completed please let me know.
Many thanks once again for taking part in this study -  I hope you found it 
enjoyable.
Best wishes,
Billie Lever Taylor 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
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Appendix E. Recruitment poster
UNn/ERSITYOF
SURREY
Would you like a free book to help with stress, anxiety and low mood?
• Have you found it hard to wind down or reiax recently?
• Have you been feeling downhearted or blue?
• Have you felt you were close to panic?
If you have been struggling to keep up with life's constant demands, you may be 
interested in taking part in an innovative research trial!
Î-.CÎIT'. We are evaluating a new approach for managing
stress, anxiety and low mood. We are looking for 
students to take part.
If  you agree to take part, and are eligible, you will 
be asked to complete some simple online 
questionnaires (via an internet link) three times 
over a twenty-week period and will receive a free 
\ p  c: book called Mindfulness: A Practical Guide to
p îÿ :  , Finding Peace in a Frantic World with an
accompanying CD of meditation practices.
This recently published self-help book uses a 
Î meditation-based approach, aiming to help reduce
I  ^  stress, anxiety and low mood and to increase
feelings of well-being. You will be asked to read 
the intervention in the book over an eight week 
period.
You will also have the chance to win £25 of Amazon vouchers!
If  you would like to take part, or would like further information, please contact:
Billie Lever Taylor b.ievertaylor@surrey.ac.uk 
Dr Clara Strauss c.strauss@surrey.ac.uk.
This study has been reviewed and received a favourable ethical opinion from the 
Ethics Committee of the Faculty of Arts & Human Sciences at the University of 
Surrey.
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Appendix F. Recruitment email
Would you like a free book to help with stress, anxiety and low mood?
We are evaluating a new approach for managing stress, anxiety and low mood. 
We are looking for students to take part. To take part, you must be experiencing 
some anxiety, stress or low mood, but must not be receiving psychological help. 
You must also have access to a CD player (or the means to listen to a CD 
regularly) and must not practice mindfulness meditation regularly (once per 
week or more).
If  you agree to take part, and are eligible, you will be asked to complete some 
simple online questionnaires (via an internet link) three times over a twenty- 
week period and will receive a free book called "Mindfulness: A Practical Guide 
to Finding Peace in a Frantic World" m th  an accompanying CD of meditation 
practices.
This recently published self-help book uses a meditation-based approach, aiming 
to help reduce stress, anxiety and low mood and to increase feelings of well­
being. You will be asked to read the intervention in the book over an eight week 
period. You will also have the chance to win £25 of Amazon vouchers.
If  you would like to take part, or would like further information, please 
contact Billie Lever Taylor b.ievertayior@surrey.ac.uk.
This study has been reviewed and received a favourable ethical opinion from the 
Ethics Committee of the Faculty of Arts & Human Sciences at the University of 
Surrey.
Many thanks,
Billie Lever Taylor 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
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Appendix G. Example of standard weekly email
I hope you are well and all is going okay with the mindfulness book. This is a 
little reminder to read chapter 7 this week (Mindfulness Week 3). Please try to 
finish the chapter over the course of the week. Let me know if you have any 
questions, or are unsure about anything. I'll email again next week asking you 
to start chapter 8.
As before, please keep a note of roughly how much practice you manage to do 
on average each week.
Here's a little summary of what this week's chapter is about:
Week three builds on the previous sessions with some non-strenuous Mindful 
Movement practices based on yoga. The movements, even though they are not 
difficult in themselves, allow you to see more clearly what your mental and 
physical limits are, and how you react when you reach them. They help the mind 
to continue the process of re-integrating with the body. You'll gradually learn 
that the body is exquisitely sensitive to emerging unsettling feelings when you 
are becoming too goai-focused -  and this allows you to see how tense, angry or 
unhappy you become when things don't turn out the way you want. It's an early 
warning system of profound power and significance that allows you to head off 
problems before they gain unstoppable momentum.
Best wishes,
Billie
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Appendix H. Online measures
Depression Anxiety and Stress Scale
This scale is designed to explore your current levels of stress, anxiety and 
depression.
Please read each statement and pick a response which indicates how much the 
statement applied to you over the past week. There are no right or wrong 
answers. Do not spend too much time on any statement.
Did not 
apply to 
me at all
I found it hard to wind down
I was aware of dryness of my
mouth
Applied to Applied to 
me to me to a 
some ; considerable 
degree, or degree, or a 
some of good part of 
the time the time
■ I
Applied to 
me very 
much, or 
most of 
the time
I couldn't seem to experience 
any positive feeling at all
■ % ■ - '
I experienced breathing
difficulty (e.g. excessively
rapid breathing,
breathlessness in the absence
of physical exertion)
I found it difficult to work up 
the initiative to do things
I tended to over-react to 
situations
I experienced trembling (e.g.
in the hands)
I felt that I was using a lot of 
nervous energy
I was worried about situations 
in which I might panic and 
make a fool of myself
I felt that I had nothing to look 
forward to
I found myself getting agitated
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I found it difficult to relax □ □ □ □
I felt downhearted and blue □ □ □ □
I was intolerant of anything 
that kept me from getting on d p  l; □
with what I was doing
I felt I was close to panic L o o
I was unable to become 
enthusiastic about anything ^ ^
I felt I wasn't worth much as a p □ □person
I felt that I was rather touchy u r  j  □
I was aware of the action of 
my heart in the absence of 
physical exertion (e.g. sense □ □ □ □
of heart rate increase, heart 
missing a beat)
I felt scared without any good
reason ° °  ° °
I felt that life was meaningless □ □ □ □
Positive and Negative Affect Scale
This scale consists of a number of words that describe different feelings and 
emotions. Read each item and then mark the appropriate answer in the column 
next to that word. Indicate to what extent you have felt this way during the past 
week.
or not at all A little Moderately Quite a bit Extrer
Interested □ □ □ □ □
Distressed 1: Î;- . a □
Excited □ □ □ □ □
Upset □ ; □ □
Strong □ □ □ □ □
Guilty • '■ ' o' : ' □ □ □ □
Scared □ □ □ □ □
Hostile □ □ □ □ □
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Enthusiastic □ □ □ □ □
Proud □
Irritable - □ □ □ □
Alert
Ashamed - - □
Inspired
Nervous □ - - □
Determined IllMKMMi IIBîlH
Attentive □ □ □ □ □
Jittery
Active □ □ □ □ □
Afraid
Life Satisfaction Scale
Below are five statements that you may agree or disagree with. Using the scale 
below, indicate your agreement with each item. Please be open and honest in 
your responding.
Strongly Slightly nor Slightly Strongly
disagree Disagree disagree disagree agree Agree agree
In most ways
my life is close □ □ □ □ □ □ □
to my ideal
of my life are □ o o □ □ □  □
.. . ; excel! enf^ '
I am satisfied 
with my life
So far I have 
gotten the 
important 
things I want 
in life
If I could live 
my life over, I 
would change 
almost nothing
254
URN:6154073
M indfulness Questionnaire
Please rate each of the following statements using the scale provided. Select the 
answer that best describes your own opinion of what is generally true for 
you.
Never 
or very 
rarely 
true
When Tm walking, I 
deliberately notice the 
sensations of my body 
moving.
I'm good at finding words to 
describe my feelings.
I criticize myself for having 
irrational or inappropriate 
emotions.
I perceive my feelings and 
emotions without having to 
react to them.
When I do things, my mind 
wanders off and I'm easily 
distracted.
When I take a shower or bath, 
I stay alert to the sensations 
of water on my body.
I can easily put my beliefs, 
opinions, and expectations 
into words.
I don't pay attention to what 
I'm doing because I'm 
daydreaming, worrying, or 
otherwise distracted.
I watch my feelings without 
getting lost in them.
I tell myself I shouldn't be 
feeling the way I'm feeling.
I notice how foods and drinks 
affect my thoughts, bodily 
sensations, and emotions.
It's hard for me to find the 
words to describe what I'm
Rarely
true
Sometimes
true
Often
true
Very 
often or 
always 
true
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thinking.
I am  easily d istrac ted .
I believe some of my thoughts 
are abnormal or bad and I 
shouldn't think that way.
I pay attention to sensations, 
such as the wind in my hair or 
sun on my face.
I have trouble thinking of the 
right words to express how I 
feel about things
I make judgments about 
whether my thoughts are 
good or bad.
I find it difficult to stay 
focused on what's happening 
in the present. -
When I have distressing 
thoughts or images, I "step 
back" and am aware of the 
thought or image without 
getting taken over by it.
I pay attention to sounds, 
such as clocks ticking, birds 
chirping, or cars passing.
In difficult situations, I can 
pause without immediately 
reacting.
When I have a sensation in 
my body, it's difficult for me 
to describe it because I can't
It seems I am "running on 
automatic" without much 
awareness of what I'm doing.
When I have distressing 
thoughts or images, I feel 
calm soon after.
I tell myself that I shouldn't 
be thinking the way I'm 
thinking.
I notice the smells and 
aromas of things.
Even when I'm feeling terribly 
upset, I can find a way to put
ili
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it into words.
I rush through activities 
without being really attentive 
to them.
When I have distressing 
thoughts or images I am able 
just to notice them without 
reacting
I think some of my emotions 
are bad or inappropriate and I 
shouldn't fee! them.
I notice visual elements in art 
or nature, such as colours, 
shapes, textures, or patterns 
of light and shadow.
My natural tendency is to put 
my experiences into words.
When I have distressing 
thoughts or images, I just 
notice them and let them go.
I do jobs or tasks 
automatically without being 
aware of what I'm doing.
When I have distressing 
thoughts or images, I judge 
myself as good or bad, 
depending what the 
thought/image is about.
I pay attention to how my 
emotions affect my thoughts 
and behaviour.
I can usually describe how I 
feel at the moment in 
considerable detail.
I find myself doing things 
without paying attention.
I disapprove of myself when I 
have irrational ideas.
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Self-compassion Scale
This scale asks about how you typically act towards yourself in difficult times.
Please read each statement carefully before answering. Indicate how often you 
behave in the stated manner, using the following scale.
When I fail at something important to me I
become consumed by feelings of □ 
inadequacy
I try to be understanding and patient 
towards those aspects of my personality I □
When something painful happens I try to
take a balanced view of the situation °
When I'm feeling down, I tend to feel like 
most other people are probably happier
than I am
I try to see my failings as part of the 
human condition
When I'm going through a very hard time, I
give myself the caring and tenderness I □
Ÿ  need .
When something upsets me I try to keep
my emotions in balance °
I When I fail at something that's important
to me, I tend to feel alone in my failure ^
When I'm feeling down I tend to obsess 
and fixate on everything that's wrong °
When I feel inadequate in some way, I try
to remind myself that feelings of n
inadequacy are shared by most peopie
I'm disapproving and judgmental about my
own flaws and inadequacies °
I'm  intolerant and impatient towards those
; aspects of my personality I don't like °
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Demographics 
(Pre-intervention only)
Finally, please answer the following demographic questions.
What is your age? 
r^ 5
What gender are you?
Female
Male
What is your ethnicity?
White
Black or Black British 
Asian or Asian British 
Chinese 
Mixed
Other ethnic group 
Prefer not to say
Are you an undergraduate or postgraduate student? 
Undergraduate 
Postgraduate
Do you study fuii-time or part-time?
Fuii-time
Part-time
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Treatment evaluation and treatment adherence 
(After reading the book only)
The book you were given to read as part of this study taught you a set of 
meditation-based techniques, over an eight-week period. You were encouraged 
to incorporate these into your daily life, and they were designed to help break 
the cycle of anxiety, stress and unhappiness.
Please complete the items listed below by indicating how you feel about the 
approach used in the book. Please note that the word "treatment" below refers 
to the mindfulness approach used in the book even though, strictly speaking, the 
book is a self-help guide, rather than a treatment.
If you did not manage to finish the book, please just answer as best as you can.
Strongly Disagree Neutral Agree Strongly
I find this approach to be
disagree
□ □ □ □
agree
□
an acceptable way of 
dealing with anxiety, 
stress and low mood 
1 like the procedures used □
in this treatment 
I believe this treatment is □ □ □ □ □
likely to be effective 
I experienced discomfort □
as a result of the 
treatment
I believe this treatment is □ □ □ □ □
likely to result in 
permanent improvement 
Overall I have a positive □ o i 0 i ||0 i ||i □ O' '
reaction to this treatment
Overall, how helpful did you find the book for learning how to manage stress.
anxiety or low mood?
Not helpful 
at all
1 2 3 4 5 6 7 8 9
Very helpful 
10
□ □ □ □ □ □ □ □ □ □
Did you read all the chapters in the book "Mindfulness: A Practical Guide to 
Finding Peace in a Frantic World?"
Yes
No
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[ I f  No] Which chapters of the book did you read?
Piease note that chapters 1-4 were the introductory chapters. The mindfulness 
intervention began in chapter 5.
Chapter 1. Chasing your Tail
Chapter 2. Why do we Attack Ourselves?
Chapter 3. Waking up to the Life you have
Chapter 4. Introducing the Eight-week Mindfulness Programme
Chapter 5. Mindfulness Week One: Waking up to the Autopilot
Chapter 6. Mindfulness Week Two: Keeping the Body in Mind
Chapter 7. Mindfulness Week Three: The Mouse in the Maze
Chapter 8. Mindfulness Week Four: Moving Beyond the Rumour Mill
Chapter 9. Mindfulness Week Five: Turning Towards Difficulties
Chapter 10. Mindfulness Week Six: Trapped in the Past or Living in the Present
Chapter 11. Mindfulness Week Seven: When Did You Stop Dancing?
Chapter 12. Mindfulness Week Eight: Your Wild and Precious Life
How many of the guided meditations on the CD did you listen to?
0, 1, 2, 3, 4, 5, 6, 1, 8
On average, how often did you do the mindfulness practices in the book each 
week? Piease note this does not include the time you spent reading the book.
Not at ail
Once per week or less 
2 or 3 times every week 
4 or 5 times every week 
6 times or more every week
On average, how much time did you spend on the mindfulness practices in the 
book each time you practised them? Please note that this does not include the 
time you spent reading the book.
No time at ail 
Less than 10 minutes 
10-20 minutes 
21-30 minutes 
31 minutes to 1 hour 
More than 1 hour
261
URN:6154073
(Follow-up q u estion s for intervention participants only)
I f  you had not finished your book "Mindfulness: a practical guide to finding 
peace in a frantic world" when you completed the last online survey, did you 
continue reading it after that?
Yes (I carried on reading the book)
No (I did not read any more of the book/I had already finished the book)
[I f  Yes] Taking everything you have read into account since you first started the 
book, which chapters have you read all in all? Please note that chapters 1-4 
were the introductory chapters. The mindfulness intervention began in chapter 
5.
Chapter 1. Chasing your Tail
Chapter 2. Why do we Attack Ourselves?
Chapter 3. Waking up to the Life you have
Chapter 4. Introducing the Eight-week Mindfulness Programme
Chapter 5. Mindfulness Week One: Waking up to the Autopilot
Chapter 6. Mindfulness Week Two: Keeping the Body in Mind
Chapter 7. Mindfulness Week Three: The Mouse in the Maze
Chapter 8. Mindfulness Week Four: Moving Beyond the Rumour Mill
Chapter 9. Mindfulness Week Five: Turning Towards Difficulties
Chapter 10. Mindfulness Week Six: Trapped in the Past or Living in the Present
Chapter 11. Mindfulness Week Seven: When did you Stop Dancing?
Chapter 12. Mindfulness Week Eight: Your Wild and Precious Life
Since you completed the last online survey, on average how often have you 
done mindfulness practices each week?
Not at all (I have not been doing any practice)
Once per week or less 
2 or 3 times every week 
4 or 5 times every week 
6 times or more every week
Thank you very much for answering these questions. You will shortly hear from 
the research team via email about what happens next.
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Appendix I. Graphical representations of 2x2 ANOVAs
1
Po5t*intervention
Figure 1. Plot of 2x2 ANOVA 
interaction for DASS stress
Pre-intervention Posl-intervention
Figure 2. Plot of 2x2 ANOVA 
interaction for DASS anxiety
T  14-
Figure 3. Plot of 2x2 ANOVA 
interaction for DASS 
depression
Pre-intervention Post-intervention
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Figure 4. Plot of 2x2 ANOVA 
interaction for satisfaction 
with life
Pre-intervention
T im e
Figure 5. Plot of 2x2 ANOVA 
interaction for positive affect
Pre-intervention Pcst-idefverrtion
Group
Post-intervention
Figure 6. Plot of 2x2 ANOVA 
interaction for negative affect
T im e
264
URN:6154073
/
/
“ Interverition 
Control
Figure 7. Plot of 2x2 ANOVA 
interaction for FFMQ 
observing
Pre-intervention Post-intervention
Figure 8. Plot of 2x2 ANOVA 
interaction for FFMQ 
describing
Pre-intervention Post-intervention
Figure 9. Plot of 2x2 ANOVA 
interaction for FFMQ acting 
with awareness
Pre-intervention Post .interversion
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Figure 10. Plot of 2x2 
ANOVA interaction for 
FFMQ non-judging
Pre-intervention Post-intervention
T im e
Figure 11. Plot of 2x2 ANOVA 
interaction for FFMQ non­
reactivity
Pre-if^etverrtion Post-trrterventicai
Group
Figure 12. Plot of 2x2 ANOVA 
interaction for self­
compassion
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Appendix J. Baseline comparisons for completers and non-completers 
Baseline comparisons for completers vs. non-completers at post-intervention
Completers
(«=76)
Non-completers
(«=4)
Between group 
Mest
Measure M SD M SD /-value p -value
DASS-21
Stress 21.39 7.73 29.50 5.26 *-2.07 .042
Anxiety 10.34 7.88 19.00 7.39 *-2.28 .035
Depression 14.87 10.00 28.00 15.23 *-2.50 .015
SWLS
Full scale 19.80 6.89 12.50 6.14 *2.07 .041
PANAS
PA 24.46 7.94 20.25 6.50 1.04 .301
NA 26.13 7.37 33.75 9.18 -1.99 .050
FFMQ
Observing 23.54 5.43 22.25 11.03 .23 .663
Describing 24.72 6.16 21.50 7.23 1.01 .315
Acting 20.51 6.33 13.00 6.22 *2.23 .023
Non-judging 21.57 6.71 18.75 4.35 .83 .411
Non-reacting 16.70 4.53 16.50 .58 .33 .931
ses
Full scale 29.21 8.39 21.50 3.11 1.82 .072
*p<.05
Baseline comparisons for completers vs. non-completers at follow-up
Completers
(«=71)
Non-completers
(«=9)
Between group 
/-test
Measure M SD M SD /-value p -value
DASS-21
Stress 21.63 7.60 23.11 9.70 -.53 .596
Anxiety 10.37 8.11 14.00 7.00 -1.28 .203
Depression 14.96 10.13 20.00 13.57 -1.35 .180
SWLS
Full scale 19.87 7.06 16.00 5.83 1.50 .119
PANAS
PA 24.56 8.2 21.78 6.61 1.00 .321
NA 26.08 7.06 29.89 10.62 -1.43 .158
FFMQ
Observing 23.63 5.53 22.22 7.29 .70 .489
Describing 24.69 6.24 23.56 6.23 .51 .609
Acting 20.52 6.36 17.11 7.42 1.50 .139
Non-judging 21.58 6.70 20.22 6.22 .58 .566
Non-reacting 16.73 4.59 16.33 2.83 .25 .800
ses
Full scale 29.35 8.25 24.67 8.68 1.60 .114
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Qualitative Research Project: Abstract
Year 1
June 2011
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Objective: Celebrities with mental health difficulties are often asked to participate in 
campaigns to challenge discrimination against those with mental health problems, 
for example the national ‘Time to Change’ anti-stigma campaign. However, there 
has been little research into public attitudes towards celebrities with psychiatric 
problems. This study therefore aimed to explore views of celebrities with a mental 
illness.
Design: Four young adults each participated in a 25-minute semi-structured face-to- 
face interview which was then transcribed. A realist position was adopted and 
thematic analysis was used to code and analyse the transcripts.
Results: While a small number of celebrities were viewed sympathetically, 
participants predominantly expressed a negative view of celebrities with mental 
health problems. Four central themes were identified in the data: (i) celebrities’ 
difficulties were seen as disingenuous as they were believed to benefit fi-om ‘acting 
crazy’, for example by attracting attention to themselves; (ii) celebrities’ problems 
were seen as shallow and artificial; (iii) celebrities were thought to largely self-inflict 
their difficulties on themselves through substance abuse or reckless behaviour; (iv) 
while participants recognised that media reports are sensationalised and inaccurate, 
this made them feel distant fi*om celebrities, allowing them to view their mental 
health difficulties as a source of entertainment.
Conclusions: A critique of the study and research methodology is presented, but it is 
suggested that national campaigns aiming to reduce discrimination against those 
with mental health difficulties may wish to be cautious about their use of celebrity 
stories, as these will not necessarily engender understanding or empathy.
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Research Log
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology 
and literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues 
of diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data fi-om research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
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23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
y
30 Applying research findings to clinical practice y
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